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EXECUTIVE SUMMARY
Combined Treatment Model Program for Survivors of Intimate Partner Violence
by
Hillary Jeanne May
Doctor of Marital and Family Therapy,
Department of Counseling and Family Sciences
Loma Linda University, June 2022
Dr. Nichola Seaton-Ribadu, Chairperson
This project seeks to fill a void in the mental health field by providing a combined
treatment model program to address the needs of survivors of intimate partner violence.
As such, the primary purpose of this project is the development of a treatment program
with services that are easily accessible by survivors that is intended for future
implementation in shelters or agencies that have contact with this population of women.
This program offers a means to engage an underserved population in access to services
and self-development to improve overall mental and physical health outcomes and
attempt to prevent recurrent intimate partner violence traumatic experiences.
This program will utilize a psycho-educational approach to addressing specific
lack of knowledge about intimate partner violence, family systems, and healthy
relationships. Additionally, participants are integrated in both individual therapy and
family therapy while being connected with community-based resources and support
groups. Two key conceptual foundations of this program are Bronfenbrenner’s
Ecological Systems Theory and Family Systems Theory. Ecological theory is proposed as
the meta-theory in the conceptual foundation of the program with Family Systems Theory
integrated within the scope of ecological theory. The implementation of the two theories
aims to improve educational awareness, mental health, and social support of individuals
xiii

who have experienced intimate partner violence. The four components of the program
include providing resources, access to educational material, receiving and connecting to
support, and engaging in therapy. This fluid process of services aims to allow clients to
access priority services while acquiring knowledge and improving their mental health
that will prevent recurrent intimate partner violent situations.
The initial contact with the program is with a service navigator who completes
enrollment paperwork, background information, facilitates assessments, and creates a
priority service plan for each individual client. This is an important process in the
program implementation in order to ensure clients are accessing their most crucial needs
first. Participants will be linked to the various services offered by the service navigator.
Participants will ultimately access all program components. By building relationships
with others in support groups and psycho-educational classes, an increase in social
support will happen organically and sustainably.
The service navigator will check in with participants as needed and will be
available during the opening time of psycho-educational classes to discuss changes that
need to be made among service plans and order of services offered. The support groups
are highly malleable to specific group needs as the facilitator will continually assess
client feedback and the topics that were presented that week within the psychoeducational classes. The group sessions can take multiple directions based on group
needs and specific cohort necessities. This aims to help group members feel like the
topics can be personalized and the needs that are present are being specifically addressed
through education, support, resources, and therapy.
The culmination of the program includes completing assessments to determine
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overall effectiveness of the program per participant. Participants have continued access to
needed services such as resources, continued support groups/connections, and therapy.
The last unit of the psycho-educational classes is a ‘Healthy Relationship Unit’ where
focus is maintained on what a healthy relationship looks like, creating boundaries,
understanding the equity wheel, identifying healthy vs. unhealthy relationships, and
planning for the future. Continuing to focus on healthy relationships while engaging in
work in therapy and accessing connections to community support is the culminating goal.
This program aims to build a foundational base for each participant that is focused on
improved mental health, access to education, connections to resources, and engagement
in support groups to stay on a path of eliminating incidents of intimate partner violence
within their lives.
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CHAPTER ONE
PROJECT PURPOSE

Impact of IPV
Intimate partner violence is a growing epidemic that has lasting effects on the
victim and those with whom the victim interacts, including family, friends, and coworkers. Intimate partner violence affects those of any gender, race, socio-economic
status or culture and can have extremely significant effects on the lives of those involved.
Nearly 30% of U.S. couples (married and unmarried) will, at some point in their
relationship, experience domestic violence (Straus & Gelles, 1990). The National
Violence Against Women Survey found that 22.1% of women reported they were
physically assaulted by a current or former spouse, cohabitating partner, boyfriend or date
in their lifetime (Roehl, O’Sullivan, Webster, & Campbell, 2005). Numerous studies
(Roehl, et al., 2005; Pollak, 2004; Alhabib et al., 2009) have examined how violence
against women has become an epidemic problem in many societies.
In combination with the physical injuries that are often present within intimate
partner violence relationships, many negative health effects are also typically present.
Some of these negative health effects include many chronic conditions that range from
issues with heart disease, digestive, muscle and nerve, reproductive, and nervous system
concerns (CDC, 2020). Mental health problems are another area of concern with primary
areas being depression and post-traumatic stress disorder (PTSD). While these personal
effects are destructive, there are also many costs to society and the community.
Exuberant costs are associated with factors of medical services and related aspects of
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IPV. Injuries related to IPV, lack of productivity at work, criminal justice and additional
associated factors cost upwards of $3.6 trillion in lifetime economic costs (CDC, 2020).
Intimate partner violence is a significant public health issue that continues to be
problematic even though there are programs of support for both perpetrators and
survivors of IPV.
Intimate partner violence is broadly defined as abuse or aggression that occurs in
a romantic relationship. Intimate partner refers to both current or former spouses and
dating partners according to the Center for Disease Control and Prevention (2020). The
severity of the abuse can vary in IPV situations. Four types of abuse that are noted by the
CDC include physical violence, sexual violence, stalking, and psychological aggression.
While IPV is the common term used for abuse between two individuals in a romantic
relationship, domestic violence is another term used to describe violence within a couple
relationship.

Prevalence of IPV
On average 1 in 4 women will experience some form of domestic violence within
their lifetime (National Domestic Violence Hotline, 2019). Typically, women in more
rural areas are more likely to experience domestic violence without having access to
intervention or treatment. Women who live in a highly patriarchal society, reflecting
patriarchal values, have been shown to be more vulnerable to domestic violence (Pitt,
2008). Even though women are able to complete surveys on intimate partner violence, it
is often believed to be underreported (Pollak, 2004). Women either are unaware that the
interactions they are experiencing are in fact domestic violence, or women are timid to
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mark any indicators of domestic violence due to fear or shame. Many different types of
violence are reported on most surveys including verbal, physical, and sexual assaults that
violate a woman’s physical body, sense of self and sense of trust (Alhabib et al., 2009).
Many victims experience psychological trauma and provide input that it is more
traumatic than physical violence; however, this type of violence is unable to be readily
seen by society (Drieskens et al., 2017). This may be one of the reasons that domestic
violence continues on a societal level with limited solutions that work toward a systemic
solution. Women tend to have a high-level of non-response (up to 62%) on survey
questions specifically asking whether or not they have experienced domestic violence
(Drieskens, et al., 2017). Due to this silent underpinning trend, one specific need
associated with this problem is educating women on the definitions of domestic violence
and finding a way to communicate knowledge about domestic violence and its impacts to
women in these situations. Individuals were still able to complete the survey even if they
did not explicitly report experiences of domestic violence. Participants answered
questions on the frequency of physical altercations and acts of violence throughout the
survey, which is indicative of domestic violence. Contradictory responses on surveys like
this identify a concern that women are experiencing violence from their intimate partner;
however, due to various reasons such as naivety, cultural differences, religious
upbringing, shame, and fear, women are not identifying this violence as intimate partner
violence or abuse.

Areas of Need
Additional needs identified within the ongoing domestic violence trend includes
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mental health conditions and support for the victim. The need for psycho-education is
apparent for women to be able to correctly identify their experiences. Without providing
access to knowledge to women in IPV situations, it is highly unlikely that change can
occur. Psycho-education on intimate partner violence and its effects can better help
women evaluate their circumstances and make necessary changes. Another need within
this topic of domestic violence includes the mental health conditions and support for the
victim. Research has found that intimate partner violence and poor health outcomes for
women have a significant correlation (Walsh et al., 2015). Some of the health effects
include HIV infection, sexually-transmitted diseases, depression, suicide, induced
abortion, premature birth, injuries, and death from homicide. In the study completed by
Akyazi et al. (2018), 76.3% of the cases of women experiencing IPV were diagnosed
with at least one psychiatric disorder. Approximately half of the participants of the study
experienced PTSD and over half of the women had attempted suicide at least once, with
66% of these individuals attempting suicide after the violence had begun (Akyazi, et al.,
2018). These mental health concerns are alarming and have overlap with salient public
health concerns. Exposure to childhood abuse and previously diagnosed psychiatric
disorders were risk factors for suicide attempts (Akyazi, et.al., 2018). As a result of
intimate partner violence, other mental health issues such as depression, fear, anxiety,
low self-esteem, sexual dysfunction, eating problems, obsessive-compulsive disorder, and
PTSD can occur (Carretta, 2008). For most verbally abused women, after multiple
experiences of verbal abuse, many women value themselves less and have feelings of
being hopeless and worthless (Zosky, 1999), further separating them from any chances of
growth toward a healthy lifestyle. Kuijpers et al. (2012) reported that a victim’s mental
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health factors and psychological difficulties were a predicting risk factor related to revictimization. Without treating these underlying psychological difficulties, women are at
a higher risk and will more than likely be re-victimized within an abusive relationship.
The last area of need for victims in intimate partner violence includes the system
supports in which women are connected. Intimate partner violence programs often focus
on victims’ safety and emotional support as the main areas of focus; however, survivors
of intimate partner violence have a variety of interconnected needs that are rarely fully
met. Some of these needs include “long-term safety and healing, housing, economic
stability, health and well-being, and community connection” (Sullivan & Goodman,
2019, p. 2007). While it would be difficult to meet all of these needs within a single
program, creating programs with a more comprehensive and systems-based approach
should be a priority. Focusing on aspects such as linking survivors to concrete resources,
providing information on protection and other opportunities has been found to be an
effective strategy that is well-received (Sullivan & Goodman, 2019). Women survivors of
intimate partner violence often lack support at multiple system levels including their
microsystem, meso-exosystem, and macrosystem. By addressing the effects of intimate
partner violence in each of these system levels, real change can occur that has lasting
effects at both the individual and the community levels. Identifying the various systems
that impact a woman’s mental health and support can provide a valuable framework
when working with this specific population. Conversely, applying an ecological systems
theory perspective to the concepts of domestic violence within all system levels may help
to explain the systemic barriers women face in domestic violence relationships.
While the psychological effects of domestic violence on women are abundant,
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certain aspects of the violence perpetuates the violence cycle. As women experience
physical and emotional abuse and feel less than adequate (Zosky, 1999), the cyclical
abusive interactions in the relationship gradually become the norm and consequently
traps the woman in the relationship. The interactions in the relationship become the
normal homeostasis in the environment. This cycle is one that contributes to the gradual
escalation and perpetuation of domestic violence. Children being exposed to domestic
violence and the intergenerational effects of family violence also perpetuates the cycle of
abuse and trauma. Studies have shown that women involved in domestic violence are
frequently experiencing psychological distress, even to the point of attempting suicide
(Akyazi, et al., 2018). With increased psychological distress experienced by mothers,
children are often not engaging in secure attachment relationships with their caregivers,
putting them at risk for deficient psychosocial development. Consequently, many
children within these families experiencing violence will continue to negatively impact
the individual as an adult. If women continue to blame themselves for the abuse, have
increased psychological distress, or have lack of knowledge about the various types of
abuse, the cycle continues.

Gaps in Service
If this gap in services is addressed, treatment support and intensive psychological
services for women, the effects will help women regain their mental health and make
gainful and enduring agentic choices that halts the domestic violence cycle. After
educating women on the definitions of intimate partner violence, providing therapeutic
services for psychological difficulties, and providing support in the form of concrete

6

resources (Sullivan & Goodman, 2019), survivors will have a possible chance at making
changes towards eradicating intimate partner violence from their lives. It is the goal of
this program to provide education, system supports, and treatment through psychological
services to help women make informed choices and have access to opportunities. If
women choose to stay in their relationship, it is highly likely that with education and
improved mental health, they will be able to create a new, healthy family interpersonal
dynamic. If a new dynamic is not possible, it is the hope that the individual will have a
positive mental capacity, education and knowledge, and a system of supports in order to
leave the harmful relationship and create a healthy environment for herself and her
family.
Providing a comprehensive and integrated mental health and wellness service to
female victims of intimate partner violence is necessary for changing the cycle of abuse
that perpetuates in intimate partner violence relationships. There is a need for a program
that attempts to incorporate therapeutic services, psycho-educational/relational classes,
and social resource supports to address various components of the ecological systems that
IPV survivors are nested in. Treatment options offered can provide support and
psychological services to women to help victims regain their mental health and establish
social supports to make choices that are productive to their life and facilitate positive
change. Providing intensive psychological support and treatment services for women in
intimate partner violence situations can have a profound positive effect on the individual
and the community. Brofenbrenner's ecological systems theory coupled with family
systems theory can help explain the complex layers of interwoven systems that oppress
victims of IPV. While intimate partner violence is beginning to be seen as the
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responsibility of the healthcare system, the interventions and supports needed to create
lasting change needs a comprehensive approach incorporating system supports and
providing resources (Gainor, 2004).
The definitions of the categories for this project are defined with the specific
criteria below.


Intimate Partner Violence - Self-reported experience of one or more acts
of physical and/or sexual violence by a current or former partner since the
age of 15 years.



Physical violence is defined as: being slapped or having something thrown
at you that could hurt you, being pushed or shoved, being hit with a fist or
something else that could hurt, being kicked, dragged or beaten up, being
choked or burnt on purpose, and/or being threatened with, or actually,
having a gun, knife or other weapon used on you.
o Sexual violence is defined as: being physically forced to have nonconsensual sexual intercourse, having sexual intercourse out of
fear, and/or being forced to do something sexual that you found
humiliating or degrading.



Severe Intimate Partner Violence - Is defined on the basis of the severity
of the acts of physical violence: being beaten up, choked or burnt on
purpose, and/or being threatened or having a weapon used against you is
considered severe. Any sexual violence is also considered severe.



Current Intimate Partner Violence - Self-reported experience of partner
violence in the past year.
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Prior Intimate Partner Violence - Self-reported experience of partner
violence before the past year.

The definition of intimate partner varies between settings and includes formal
partnerships, such as marriage, as well as informal partnerships, including dating
relationships and unmarried sexual relationships. Definitions are taken from the World
Health Organization (2013).
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CHAPTER TWO
LITERATURE REVIEW

Research has found that intimate partner violence and poor health outcomes for
women have a significant correlation (Walsh et al., 2015). Some of the health effects
include HIV infection, sexually-transmitted diseases, depression, suicide, induced
abortion, premature birth, injuries, and death from homicide. In the study completed by
Akyazi, et al. (2018), 76.3% of the cases of women were diagnosed with at least one
psychiatric disorder. Some of the astounding statistics included approximately half of the
participants experienced PTSD. Due to many of these health concerns, estimates of as
much as $5 billion to $10 billion U.S. annually for issues related to domestic violence
(Carretta, 2008). As a result of domestic violence, other mental health issues such as
depression, fear, anxiety, low self-esteem, sexual dysfunction, eating problems,
obsessive-compulsive disorder, and PTSD can occur (Carretta, 2008). For most verbally
abused women, after multiple experiences of verbal abuse, feelings of worthlessness are
noted (Zosky, 1999).
Intimate partner violence (IPV) is a type of trauma that is pervasive to every area
of a woman’s life including mental health effects, physical harm, and distress for victims.
This form of trauma has been proven to increase clinical rates of depression and
posttraumatic stress disorder among abused women when compared to non-abused
women (Al-Modallal et al., 2008). While there are many treatment interventions available
and aimed at the perpetrator, there are far less treatment interventions that aim to address
the psychosocial distress symptoms of the survivor. A review of survivor treatments
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found that a majority focus on reducing trauma-induced mental health symptoms were in
the survivor’s past. While some of the interventions and treatments may still be helpful in
addressing the symptoms that many survivors face, there are few evidence-based trauma
interventions that apply specifically to the IPV survivor population in their present and
future state. These women are often still living in a context with a looming threat of
abuse, which has an acute and chronic effect on their physical and psychological wellbeing. Identifying treatment and interventions specifically for women who have, as well
as, are experiencing IPV is imperative to understanding the treatment effects of specific
therapy options. This paper attempts to review the literature identifying the multiple
intervention and treatment options presently available to address symptoms of
victimization in women survivors of IPV.

Risk and Protective Factors
Risks and protective factors for women in IPV situations can have a profound
impact on the outcome of an abusive relationship. Pitt (2008) posit that a culture which
hold traditional gender role values tend to subordinate women, providing men executive
power within the context of the relationship and the family, placing women to higher risk
of capital punishment or and abuse (Pitt, 2008). In contrast, others hold that violence risk
factors are found in the family of origin regardless of culture (Pitt, 2008; Pollack, 2004).
Abusive men who experience emotional ruptures in early developmental periods had a
fear-based and preoccupied attachment styles that put them at a higher risk for adapting
aggressive and abusive behaviors (Zosky, 1999). In Pollak’s (2004) study, he finds that
the probability of husband’s use of violence in a relationship depended on whether he
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grew up in a violent home. Conversely, the probability that a woman will remain with her
violent husband can be dependent on whether she grew up in a violent home (Pollak,
2004). Another predetermining factor that was assumed within this study by Pollak
(2004) was that individuals who grew up in violent homes are drawn to each other as well
marry each other. While witnessing domestic violence in the family of origin is not a
direct precursor of violence, it does increase the likelihood of experiencing violence in
adult relationships (Pollak, 2004). From this perspective, violence that was grounded in a
history of violent familial background places the motivation for intimate relationship
violence as expressive rather than instrumental in nature. Individuals tend to act and react
in ways that are familiar to them, likely expressing intense emotions such as anger, fear,
and frustration in a familiar yet violent manner. Perpetrators and victims also have a
higher level of tolerance to violent situations in which they have already been
predisposed. Being aware of this risk factor is relevant in intimate partner relationships, is
the critical first step in addressing and ceasing this problem when one or both partners
grew up in families where violence was utilized. Taking precautionary steps to observe
and identify violence as well as create change in interactions prior to more severe events
of abuse would be possible by first exploring and confronting the abuse psychosocial
history and affect IVP couples.
Other risk factors that have been documented to contribute to IVP is a male’s poor
mental health. As the frequency of mental health problems increased, the frequency of
IPV perpetration also increased (Shorey et al., 2012). Some of the mental health
symptomatology that has been correlated with IPV includes antisocial personality
disorder (ASPD), borderline personality disorder (BPD), post-traumatic stress disorder
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(PTSD), depression, generalized anxiety disorder (GAD), panic disorder, social phonic,
and alcohol and drug disorders (Shorey, et. al., 2012). While information on how these
factors directly contribute to violence in relationships may still be unknown, screening
for mental illnesses can be foundation of identify and treating IVP perpetrators.
Conversely the victim’s psychological health has also been documented as a key factor in
predicting the risk of re-victimization (Kuijpers et al., 2012). For example, an avoidant
attachment style was shown to be a “significant predictor of both physical and
psychological IPV revictimization” (Kuijpers et al., 2012, p. 22). Victims with
psychological difficulties often had other areas of instability that included poor
interpersonal relationships, low affect, poor self-image, and marked impulsivity (Kuijpers
et al., 2012). Collectively, these mental health symptoms were positively associated with
relationship problems. Another well documented contributor to violence in intimate
relationships is poor communication. Verbal and physical altercations can be contributed
to poor communication patterns, another crucial factor in IVP relationships. While the
factors that are related to the victim are noted, it is in no way meant to imply that victims
are responsible for repeat victimization. Factors affecting victims/survivors are noted in
order to highlight areas of focus to help prevent re-victimization.

Systems of Influence
Some of the systems of influence of this epidemic within our society are found in
the systems of beliefs within the general population. Cultural differences are often at play
within domestic violence. Vandello & Cohen (2003) explore the differences between
cultures where male honor is one of the main themes within the culture. The study
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portrayed that female infidelity damages a man’s reputation, violence can partially repair
the damage, and women within honor societies are expected to remain faithful and loyal
within this context (Vandello & Cohen, 2003). In cultures where male honor plays a
significant role in the relationship, it is possible that domestic violence will be a more
likely occurrence. Women who stayed loyal in the relationship after experiencing
intimate partner violence were viewed as weak to some cultures and viewed as equally
strong and showing warmth and goodness in other cultures (Vandello & Cohen, 2003).
While both groups communicated their intolerance of the aggression to the abused,
certain cultures communicated more messages of tolerance and suggestions to stay within
the private confines of the family (Vandello & Cohen, 2003). The way society views
domestic violence and its significance in levels of community and culture can influence
the victims’ perception of domestic violence. While some cultures view it as acceptable
to leave in the situation of domestic violence, there are other cultures that would have
disdain for a woman leaving the relationship.
Previously discussed in this paper were the intergenerational effects of domestic
violence, exposure to childhood abuse, and previously diagnosed psychiatric disorders
were risk factors for suicide attempts (Akyazi, et.al., 2018). Due to many of these health
concerns, estimates of as much as $5 billion to $10 billion U.S. annually for issues related
to domestic violence (Carretta, 2008). As a result of domestic violence, other mental
health issues such as depression, fear, anxiety, low self-esteem, sexual dysfunction,
eating problems, obsessive-compulsive disorder, and PTSD can occur (Carretta, 2008).
Along with these mental health issues that arise within IPV relationships, women often
feel shame from their experiences (Zhu, et al., 2020). This shame can influence multiple
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areas within their lives. Survivors are personally connected and involved with the
perpetrator resulting in violation of trust, control and integrity leading to a shattered sense
of self (Zhu, et al., 2020). Individuals who feel a sense of shame due to a traumatic event
are often more self-critical in their thinking and less self-reassuring in their thinking
(Zhu, et al., 20220).
Women in intimate partner relationships tend to have difficulties at multiple
systemic levels in which they are involved. One example of the microsystem level
includes the difficulty that women often have developing healthy relationships. Rather
than being a source of support, survivors' intimate partners, friends, and family can
potentially be a source of distress and/or additional shame (Zhu, et al., 2020). Without
addressing the concept and feelings of shame related to IPV, other relationships are
inevitably affected and there is often an increase in additional interpersonal distress for
the victim. While shame may often prevent victims from sharing their experiences,
supportive responses from members of survivors’ support systems can help in decreasing
levels of shame (Zhu, et al., 2020). The meso-exosystem is another level that has
influence on a survivor’s recovery. Various experiences and perspectives are presented
within entities such as health care, legal, education systems, and neighborhoods that can
either promote or reduce levels of shame. Survivors of IPV have direct connections and
interactions with some of these social entities (mesosystem) and indirect connections and
interactions with other social entities (exosystem). Many women survivors are blamed,
not believed, or violated through their contact with the legal system. Supports are needed
to help provide resources and knowledge about the process and interactions that take
place for survivors/victims of IPV within the legal system.
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Religious Influence
There are many aspects of religion that play various roles within the framework of
domestic violence. For this program, the focus will center around intrinsic vs extrinsic
religiosity. An intrinsic religious individual can be described as someone who reflects
inwardly on their faith and builds to maintain a relationship with their God. On the
opposite end, would be a extrinsically religious individuals who use religious services to
access specific supports within the church or religious communities (Ake & Horne,
2003). In a study completed by Ake & Horne (2003), negative psychological distress is
directly affected by intrinsic religious orientation. This is helpful for mental health
professionals as they can be used as a screener for positive effects that may help to reduce
the overall psychological distress that a victim is experiencing by providing an internal
source of strength and resiliency.
Within the macro system, women in IPV relationships experience the larger social
norms and values that are place upon them. The Western individualistic culture, which
glorifies self-sufficiency and independence has an aversive effect IPV survivors feel as
though they lack the ability to meet these social expectations (Zhu, et al., 2020). Religion
as a macro-level influence may also enact harm on IVP victims as many religions hold
the conviction that women should stay in the relationship and even conform to the
“pattern of loving obedient submission” to their abusive partners (Ake & Horne, 2003).
Along the same vein, patriarchy as a cultural and religious value also plays a role within
the religious context of abusive relationships. Unsurprisingly, religious IVP victims often
reported having negative aspects related to church involvement including a lack of church
support, feeling fear of shame from other members, and having to make other changes
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within their church to have a successful recovery (Ake & Horne, 2003). Depending on
the level and type of religious belief, some women see themselves as partly responsible
for their own abuse (Ake & Horne, 2003). While some religious beliefs may incorporate
thoughts that once the perceived problem person is forgiven of their sins, the violence
will decline. Some religious beliefs would see a woman attending a shelter to be a noble
act because it prevents the perpetrator from being able to continue the violence (Ake &
Horne, 2003). Others may feel pressure to stay in an abusive relationship because of
their religious beliefs. Religious clergy and staff may even encourage the victim to stay
because the perpetrator means well and may attempt to understand his shortcomings.
Religious leaders may focus on the victim working toward forgiveness of the perpetrator
without helping to create any changes in the systems of interaction of the couple. Many
religions have very strict allowances for divorce per interpretation of their scripture and
domestic violence is not an acceptable reason. Women may find positive support through
the church; however, the church system may also encourage women to stay in a situation
that is dangerous and harmful to her and her children.
Understanding these risk factors makes it possible to look at the areas that make
intimate partner violence more likely and determining how it sustains. Identifying these
risk factors is imperative because intimate partner violence substantially increases the
odds of poor health outcomes for women, specifically depression, which puts her at risk
for re-victimization and becoming caught in the IVP abuse cycle. Studies focusing on
treatment outcome from programs addressing intimate partner violence in the context of a
integrated treatment program that systemically combines psycho-education, individual
therapy, and resource supports are non-existence in the current literature. Addressing the
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mental health needs of victims of intimate partner violence from a combined systemsbased treatment programs framework can provide information on the positive effects of
addressing mental health needs in support of multiple ecological levels. Combined
treatment model programs addressing multiple ecological levels have a better and more
sustainable, positive mental health outcome for women who have experienced intimate
partner violence.
It is imperative to look at the literature available on intimate partner violence to
not understand the health risks of women experience IPV but also its interplay with the
violence cycle. With the substantially high number of women who have attempted
suicide due to mental health concerns that began after the IPV had begun, this review is
necessary to determine the most effective treatment approach. By approaching treatment
through a embedded standpoint where individual level is nested within the mico level in
an ecological framework, integrated treatment model programs have the ability to make
systemic and lasting mental health changes in women regarding their depression and
overall social supports.
Searching between three databases for relevant articles published after 2000,
findings will be reported on ‘16’ relevant articles with a focus on outcomes and
challenges encountered in the treatment of IVP victims. The literature shows that IPV
interventions primarily focus on the survivors and primary level of prevention, such as
safety and housing. Findings concluded that many treatments that focus on a single form
of intervention such as Cognitive Behavior Therapy or an Empowerment Model were
successful in reducing depressive symptoms and vulnerability in women. Measured
indicated that intimate partner violence was often reduced throughout the treatment
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program when women were already separated from their abuser prior to entering the
program. Some of the guidelines presented after the review of literature include the
importance of intimate partner violence education, steps to provide social supports to
survivors of intimate partner violence and understanding the limits of treatment
approaches that focus on a singular intervention. By integrating these singular
interventions into a more comprehensive treatment program to address various levels of
concern, it is theorized that women in IPV situations experience better mental health
outcomes and a reduced sense of psychosocial vulnerability in women.

Interventions
Throughout the literature, the most common intervention focused on women
receiving help at intervention centers focused on IPV prevention and shelters for battered
women (Choi & Byoun, 2014). The use of support groups and other therapy groups was
also prevalent in the literature (Ragavan et al., 2019). Various treatment and intervention
services were frequently offered through shelter resources. Some of the services included
cognitive behavioral therapy, strength-based approaches, community-based intervention,
addressing negative cognitions, stress management, and incorporating social supports for
women. Very few studies were present that incorporated a combined treatment model
addressing the systemic needs that IPV survivors face. One combined treatment program
was found that focused on education (both complex health issues and local resources),
consultation services, and having access to a trauma-informed clinic (Poleshuck et al.,
2018). Unfortunately, this study was an intervention program development with
community-based participatory research principles and did not provide results for
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survivors completing the program.
Intrinsic religiosity is documented to play a complex yet supportive role within
intervention of domestic violence. In a study completed by Ake and Horne (2003),
“intrinsic religious orientation had a direct negative effect on psychological distress.”
Findings from this and other similar studies provide helpful therapeutic and
programmatic information for mental health professionals as they can be used to screen
for positive effects of intrinsic religious values that can be utilized to reduce
psychological distress in IPV victim. These intrinsic values can be described as someone
who reflects inwardly on their faith and builds to maintain a relationship with their God
as compared to extrinsically religious individuals who are use the religious services to
access specific supports within the church or religious communities (Ake & Horne,
2003). Religious and spiritual institutions have multi-dimensional support to IPV victims
such as social support, community, and a sense of belonging. When it comes to intrinsic
values, intrinsic values play a channel through which women establish and maintain a
relationship with God, yet another form of social support. Unfortunately, many shelters
and treatment centers that offer interventions do not provide religious components within
their program.
‘Circles of Peace’ is an alternative restorative justice-based program for IPV
women that includes the participation of the victims and perpetrators (Barocas et al.,
2016). In this program, participants engage in discussions with both the perpetrator and
the victim discussing the ways in which they were harmed while working on actions to
promote healing. This type of restorative practice allows the perpetrator to take
accountability for their actions. While this approach may not be considered safe or
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practical in all situations, it has proven effective in some less violent situations and
circumstances. When the ‘Circle of Peace’ is an appropriate option, intimate partners can
heal from their abusive histories (Baracos et al., 2016). This program aims for more
systemic change within the ‘Circle of Peace’ program because there are aspects that
involve multiple individuals in the system, such as the victim, the perpetrator, and family
bystanders (i.e. children or extended family members). Communication and patterns of
interactions are explored as discussions about the how the victim was harmed and how
the perpetrator harmed others are discussed.
Education is an intervention that was frequently utilized in treatment models to
help women understand they have been part of victimization including information about
abuse tactics, how to create and develop safety and survival techniques, and becoming
inn tuned with their intuition (Enache et al., 2019). Psycho-education works toward
helping women become aware of the important messages that her body sends her when in
a abusive relationship (Czerny & Lassiter, 2016). Part of education is also understanding
the abuse tactics and learning to change the unconscious self- talk that was ingrained in
her after prolonged verbal or emotional abuse. Boundaries are another core topic that is in
psycho educational programs for abused women. Boundaries dictate how a woman’s
abuser and others behave towards them. It is not until women are able to feel an enact the
power of setting boundaries will they feel empowerment and move forwards in their
personal lives (Czerny & Lassiter, 2016).
Group Therapy has been documented to be effective in helping women learn to
manage their emotions, become less dependent on the abuser, and being aware of their
worth and value (Ogunsiji & Clisdell, 2017). Women in group sessions also tend to report
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a sense of belonging and community that is created through story sharing (Ogunsiji &
Clidell, 2017). Individuals who had a perceived availability of people to which they could
do things with, such as belonging support, showed positive effects (Suvak et al., 2013).
Cognitive behavioral therapy is the most frequent therapeutic modality used group
therapy. A specific treatment intervention that resonated with participants was a mindbody intervention, which had 100% retention; however other important variables, such as
baseline measures, length of intervention, consistency of intervention, etc. within the
study were not listed.

Types of Interventions for IPV Survivors

Psychological Models
A wide variety of psychological interventions have been used to provide various
types of therapy for women who have experienced a range of psychological afflictions
associated with IPV. Most commonly female IPV survivors suffer from depression,
anxiety, and post-traumatic stress disorder. Cognitive Behavioral Therapy has been the
most prominent therapy utilized to treat women in IPV situations. In the study by Rimsha
et al. (2021), it was suggested that it may be beneficial to target negative thoughts when
treating PTSD and depression for women who have experienced trauma. Combating
these negative thoughts (described as negative thoughts about themselves, negative
thoughts about the world, and self-blame) may have positive effects on PTSD and
depression. Another study, completed by Andre et al. (2020), studied the effects of
cognitive-narrative therapy in treatment of depression, post-traumatic stress disorder
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(PTSD), complex posttraumatic stress disorder (CPTSD), and borderline symptoms for
women who have experienced IPV. Results indicated that cognitive-narrative therapy
was an effective intervention in the treatment of depression, PTSD, and borderline
(Andre et al., 2020). In a study that utilized emotionally-focused therapy in addition to
antidepressants, the treatment group and control group both experienced improved scores
in the area of depressive symptoms; however, the treatment group that received
medication management and emotionally-focused therapy experienced significantly more
improvement in relationship quality (Denton et al., 2012). Treatments that implemented
behavioral activation showed significant association with less severe depressive
symptoms at 12 months (Patel et al., 2019). All of the psychological treatment models
reviewed have shown decreases in depressive symptoms after intervention.

Advocacy/Case Management Intervention
Advocacy and case management intervention utilized interventions that focused on
IPV survivors. Case managers and advocates would help identify community-based
resources while offering a supportive relationship for the survivor from the effects of the
IPV (Ogbe et al., 2020). This supportive relationship offers advice and information in a
non-judgmental atmosphere while also creating a sense of community and connection with
others who have dealt with similar experiences. Advocacy intervention in contrast with
case management include helping abused women access services, guiding them through
the process of safety planning, and improving abused women’s physical or psychological
health (Ramsey et al., 2009). Some of the advocacy strategies included training healed IVP
survivors who acted as advocates to mentor and support other IPV survivors. Evaluations
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of this advocacy/case management intervention approach found a “reported a decrease in
depression, fear, post-traumatic stress disorder, and increased access to social support for
the IPV survivors” (Ogbe et al., 2020, p. 39). Many of the studies on case management and
advocacy interventions reported a decrease in experiences of IPV, as well as in depression
scores over time. Gilbert et al., (2015), showed that regardless of the type of intervention
used, participants in both groups had an increase in ‘access to social support, IPV selfefficacy (ability to protect themselves from IPV) and abstinence from substance use’ which
are all considered key milestones in the treatment of IPV (Ogbe et al., 2020). Still other
program intervention studies have found that advocacy based intervention programs report
reduced psychological distress as well as reduced health care needs.

Group Intervention
Group intervention is another common intervention that was reviewed throughout
the articles. Specifically, in the study by Echeburua et al. (2014), treatment that focused
on PTSD, emotional discomfort, and impaired functioning was assessed between an
individual cognitive-behavioral therapy (CBT) cohort and an individual CBT plus group
CBT cohort. ‘Most treated patients in both groups improved in all variables (PTSD,
emotional discomfort, and impaired functioning) at all assessments, the combined
individual and group therapy did better than the individual therapy regarding PTSD
symptoms and impaired functioning at follow-up assessments’ (Echebura et al., 2014).
Another group intervention that was reviewed looked at the effects of 8-week strengthsbased perspective group intervention on hope, resilience, and depression in women who
left an IPV relationship. This study resulted that a ‘strengths-based perspective support
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group intervention designed specifically for women who left a violent intimate partner
relationship significantly reduced the participants’ level of depressive symptoms and
improved the pathway component of hope’ (Wen-Li et al., 2016). The articles that were
reviewed that incorporated a group therapy model approach all had significant results in
reducing depression or other concerning factors (PTSD, emotional discomfort, or
impaired functioning) than the control group that did not receive the group therapy.

Empowerment Model
The empowerment model was a consistent theme of intervention throughout the
review of articles. For a woman who has endured IPV, increasing her empowerment can
have many positive effects. In one study, the effects of advocate relationships with IPV
survivors were measured to determine if advocate alliance is related to lower symptoms
of depression and PTSD (Goodman et al., 2016). This study also attempted to measure
the association with the survivors’ sense of empowerment in the area of safety (Goodman
et al., 2016). Empowerment was increased through a strong survivor-advocate alliance
with decreased scores of symptoms of depression (Goodman et al., 2016). By utilizing
these findings and promoting strong survivor-advocate alliances, potential contributing
factors to healing for IPV survivors can be implemented in more programs and treatment
models.
Another intervention that aimed to identify the effects of an empowerment model
program is called HOPE (Helping to Overcome PTSD through Empowerment). This
study compared HOPE to present-centered therapy (PCT) in women who experienced
PTSD from IPV. HOPE is a cognitive-behavioral treatment that focuses on an
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empowerment approach. Both HOPE and PCT were ‘associated with significant and
large reductions in intimate partner violence-related posttraumatic stress disorder
symptoms’ (Johnson et al., 2020). ‘Both treatments also resulted in significant small to
medium effects on IPV, depression, empowerment, posttraumatic cognitions, and healthrelated quality of life’ (Johnson et al., 2020). Since PCT can be delivered by
paraprofessionals and individuals without mental health expertise, this shows evidence on
the power of the alliance between survivor and practitioner in terms of lessening
depressive symptoms. By improving perceived empowerment in both the HOPE
treatment and the PCT treatment, IPV survivors saw positive effects in multiple areas.

Writing/Healing Arts
Other articles evaluated more eclectic styles of approaches for reducing
depression among IPV survivors. Some of these methods include holistic healing,
writing, and meditation. In a study completed utilizing a holistic healing approach of
mind, body, and spirit, the results of an ‘open trial found support for improvements in
stress related outcomes (posttraumatic stress symptoms, insomnia, somatic symptoms,
perceived stress, depression symptoms, fatigue, general life satisfaction, burnout,
secondary traumatic stress) and resilience-related outcomes (self-esteem, self-judgment,
self-compassion, nonjudgment, mindful acceptance) over 3 months’ (Dutton et al., 2017).
While this study lacked a control group, it may be beneficial to incorporate a holistic
approach into other treatment model programs due to the positive outcomes in this model.
Another study examined the effects of expressive writing on those who have
experienced IPV, specifically looking at the effects on depression, posttraumatic stress
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disorder (PTSD) and pain symptoms (Coopman et al., 2005). In the study, women who
were assigned to the expressive writing group had significant decreases in depression
(Coopman et al., 2005). Being able to express thoughts, feelings, and ideas through
expressive writing can be considered a form of healing therapy. Incorporating an
expressive writing intervention within other treatment models may lead to reduced
depression for women who have experienced IPV.
A third type of eclectic methodology that was reviewed is transcendental
meditation (TM). TM is a convenient relaxation technique that is effortless and easily
practiced. Studies have shown that transcendental meditation has proven beneficial across
multiple and varied populations (Leach et al., 2020). By utilizing the transcendental
meditation method, IPV survivors may have a treatment option that addresses domestic
violence-induced distress, anxiety, and depression (Leach et al., 2020).

Combined Treatment Model
While much of the literature focuses on a single treatment model, there are few
articles that examine the impact and suggest positive outcomes for treatments that
integrate a combine or integrated treatment model. Since IPV impacts women survivors
in the areas of physical health, mental health, and social connections, it is understandable
that the most effective treatment model would need multi-faceted
interventions/treatments. One combined treatment model that was reviewed looked at the
contextual model of family stress to focus treatment and support in multi-level areas of
addressing stressors, resources, perceptions, and contextual elements of IPV (Rolling et
al., 2010). The HOPE treatment model, as discussed earlier, is another model that uses a
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combined treatment method. By utilizing a cognitive-behavioral treatment that empowers
women who have experienced IPV, positive outcomes were measured in multiple areas
(Johnson et al., 2020). Another article by Poleshuck et al. (2018) suggested implementing
a community-advisory board (CAB) of survivors, healthcare professionals, and
researchers. After identifying the preferred range of support ranging from formal helpseeking, coping strategies, and spirituality, the CAB defined a comprehensive IPV
intervention/program. The intervention would consist of ‘education regarding both
complex health issues and available local resources, an integrated consultation service of
providers to seek recommendations…, and a trauma-informed/accessible clinic’
(Poleshuck et al., 2018). By implementing a combined treatment model, these programs
are working toward enhancing survivors’ ‘knowledge, skills, self-concepts, sense of
hope, social connections, safety, health, stability, and access to community resources’
(Sullivan, 2017). The goal of the combined treatment model programs is to address the
multi-faceted needs of the survivor. By addressing these needs, ‘the expectation is that
these improvements will create a positive spiral, resulting in more positive social and
emotional well-being over time’ (Sullivan, 2017) and lasting change.
Almost all of the treatment models that are currently being implemented to
support women who have experienced IPV are in a single intervention format. Many
treatment modalities focus on specific interventions in relation to depression. Some of the
interventions were psychological models incorporating cognitive behavioral therapy
approaches, some were advocate centered - working with the participant on
empowerment, some looked at the effects of depression in the setting of a group
treatment model, while still others used eclectic modes of intervention such as writing
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and meditation. While each of the interventions and treatments had positive outcomes in
the areas of depression as the unit of study or as a secondary outcome, many of the
studies that had control groups also had positive outcomes with the control groups as
well. Furthermore, the area of need for women who have experienced IPV goes further
than just attempting to deal with depressive symptoms. Because both the treatment group
and control group showed improvement in depression, it is indicative of the fact that any
intervention and treatment for this population of women is more beneficial than not
having any treatment at all. It is imperative to fully understand that depression is only one
area of need for survivors of IPV.

Implications
The literature review suggests that it is common for women who have
experienced IPV to have a multitude of symptoms with depression being one of the most
common. While many of the interventions/treatments that are available in the literature
do improve depression rates among women survivors of IPV, this may not address
women who have experienced more severe abuse. Many women who have experienced
IPV need more comprehensive treatments than what is currently in the literature. One
study portrayed information that women who were linked to receive social assistance or
disability payments had an increase in their odds of taking antidepressants and getting the
needed treatments (Comeau & Davies, 2012). This is imperative to help women get
connected with meaningful and effective services. It is hypothesized that those women
that are experiencing more severe abuse may be more socially isolated. Determining
interventions and treatments that can access these women that may be socially isolated is
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one concern. Other concerns address women’s economic situations as a factor preventing
women from receiving services for depression and other impacts related to the IPV.
Economically disadvantaged women face difficulties in access to services to treat
concerns related to their abuse as well as difficulties including financial strain, affordable
housing, food, childcare, and health services (Comeau & Davies, 2012). Considering
these additional barriers for women who have experienced IPV, programs and treatment
models should look to incorporate a multi-faceted approach making it easier for women
to access the services. Maximizing the treatment time and intervention within programs
by creating combined treatment model programs is necessary in order to provide women
with resources and supports in the areas of financial need, affordable housing, food,
childcare, health services, etc. By only treating women in a single model format, no
matter what model is being implemented, is still doing a disservice to these women who
need a more comprehensive approach.
Even with the multitude of services that are available in a single treatment model
format, the effectiveness of the interventions are left unknown. Many of the studies did
not have a control group to compare participants of one intervention compared to another
intervention. Other interventions had small sample sizes, which may not have been large
enough to make inferential statements. Still other treatments saw decreases in depression
in both the treatment group and the control group, indicating that any intervention would
decrease levels of depression in women IPV survivors. It would also be important to
consider the socioeconomic level of the women who participated in these intervention
treatments. While many studies had limited information on the demographic information
of the participants, this is an important area to consider. Socially and economically

30

disadvantaged women often experience the most severe abuse and would need the most
intensive treatment. These individual treatment models did not address this concern.
There are many complex issues within cases of domestic violence and having more
screening information on participants before completing a study would prove beneficial
in being able to infer the results to additional populations of IPV survivors.
Further research is needed in treatment interventions aimed at decreasing
depression among women who have experienced IPV. Further research should be
completed that considers the severity of depression prior to starting the intervention as
well as comprehensive demographic information from participants. Researchers may
benefit from determining a timeline of when the depression began for participants,
whether prior to IPV, during IPV, or post IPV. Further research should also take into
consideration a strong methodology for interventions including larger sample sizes of
participants. To address socially and economically disadvantaged women, researchers
should look to incorporate diversity within their studies. Additional focus in further
research should also look to complete studies on programs that are multi-faceted, offering
various services, interventions/treatments, and resources to women who have experienced
IPV.

Conclusions
Depression is a common mental health concern for women who have experienced
IPV. 76.3% of women who have experienced IPV were diagnosed with at least one
psychiatric disorder (Akyazi et al., 2018). Many intervention treatment models are
presently described in the literature that focus on the treatment of depression for women

31

who have experienced IPV. There is a wide range of interventions used to combat mental
health concerns for this population that include typical cognitive-behavioral therapy to
advocate services to meditation and healing arts. The literature shows that all the
interventions that were given were effective in decreasing depression. Many women who
have experienced IPV have multiple areas in their life that is causing distress. By
implementing treatment interventions that address the concerns in more than one area, it
is hypothesized that positive effects and outcomes would be seen in this population of
women. It would also be important to consider the subgroups within this IPV population
and to address concerns about providing access to women who are socially isolated
and/or economically disadvantaged.
In conclusion, treatment and interventions for women who experience depression
after living through IPV was examined through the current available literature.
Understanding the various models of treatment or interventions and their effects or
outcome on depression in this group of women is critical for developing more
comprehensive program models that address multiple areas of difficulties and hardships
these women face. The greatest costs associated with IPV are correlated with the number
of repeated services that women need because of repeated violence and violence exposure
(Godenzi & Yodanis, 1999). “Research now provides strong evidence that a more
comprehensive response to IPV that considers the diverse range of women’s needs and
recognizes the relationship between abuse, poverty, and mental health is required to
minimize the personal and social costs associated with violence against women”
(Comeau & Davies, 2012). By developing more comprehensive and combined treatment
model programs it is suggested that women can be linked to resources for additional
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support in these areas of concern. In addition to resource supports, women also have a
need to receive services to combat mental health concerns such as depression, posttraumatic stress disorder, anxiety, etc. Mental health concerns need to be addressed in a
cohesive manner with additional resource supports provided to women. Even when a
survivor of IPV is able to leave a violent situation, the mental health effects of the
violence are often present for many years. Along with resource supports and mental
health services, it is also suggested that a component of psycho-education about IPV be
accessible to women in order to prevent repeated exposure and abuse. By integrating a
combined treatment model program, women will be able to access the mental health
services, psycho-education, and resources that would decrease levels of depression and
help to impact lasting changes to end repeated exposure to violence.
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CHAPTER THREE
CONCEPTUAL FRAMEWORK

Bronfenbrenner’s Ecological Model
Urie Bronfenbrenner’s (1974) ecological systems theory offers a framework of
the complex systems of relationships that take place across multiple levels of the
surrounding environments. Within the ecological theory model, Brofenbrenner identifies
four primary components that influence human development. Bronfenbrenner studied the
Process, Person, Context, and Time in the ecological model (Rosa & Tudge, 2013).
Looking at intimate partner violence through the ecological lens can suggest and identify
factors that oppress women in domestic violence situations. Brofenbrenner developed the
idea of the process, specifically proximal processes, which relate to the interactions of
children with their caregivers. Other processes include interactions with objects and
people (Rosa & Tudge, 2013). Processes are most effective when they are consistent and
occur over a large portion of the child’s life. Proximal processes are the foundation or
the building blocks of the individual’s interaction with their environment. The proximal
processes are often disrupted in families where there is IPV. When looking at this in an
IPV situation, it would be necessary to see the proximal processes that were evident or
lacking within that individual’s family that may have altered their development.
The second area that Brofenbrenner studied was the person. This was the concept
that changed his theory from the ecological model to the more refined bioecological
model (Rosa, & Tudge, 2013). The latter model incorporates the person. This can include
any personal characteristics that influence social interactions. A person’s physical
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appearance, including their age and gender will have an influence on their social
interactions. The person and the personal characteristics influence how they respond to
others and in return, how others respond to them. Other personal characteristics include
IQ, ability to handle stress/emotions, and personality (Rosa, & Tudge, 2013). All these
factors influence how one interacts with their environment and is unique to everyone.
Within the IPV population, personal characteristics may be different for everyone. The
woman’s ability to handle stress or emotions is unique to her as an individual; however,
due to IPV, her ability to handle stress may be diminished. Personal characteristics may
also either hinder or promote interactions with her environment. Dependent on personal
characteristics, including age or social economic status, a woman might have either more
access or limited access to resources within her community and society.
Brofenbrenner described the third area as context. This area is the most wellknown portion of Brofenbrenner’s studies and involves looking at the various system
levels. Brofenbrenner describes four systems within this domain: Microsystem,
Mesosystem, Exosystem, and Macrosystem (Neal & Neal, 2013). As shown in Figure 1,
the microsystem is the system level where family systems theory and bioecological
theory can overlap with some congruency. The microsystem is described as the
individual’s family, friends, and the interactions with the most immediate people in the
individual’s life (Rosa & Tudge, 2013). This is the most influential level. Interactions at
this level are bi-directional, meaning that how an individual treats someone else in this
system directly affects how they treat the person in return. Reactions will affect how
others treat the individual. Specifically, this can address multiple aspects of IPV because
certain actions within the relationship set the stage for the reaction from the perpetrator.
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For example, when the victim is walking on eggshells, trying not to upset the perpetrator,
the interactions between both individuals often becomes strained. The cycle of violence
can also be interwoven with this stage because the actions of the victim at various stages
within the cycle of violence precipitate the reactions of the perpetrator (Focht, 2020).
Implicit and explicit rules are also established within this level. These implicit and
explicit rules may be examples of how the individual reacts and thus, interacts within the
family (Murray, 2006). These rules which shape and dictate the interactions between
family members establish a systemic emotional and behavioral homeostasis within the
microsystem. Women in IPV situations often experience a dysfunctional homeostasis
with consistent feedback loops that move the family farther away from a functional
homeostasis.

Figure 1. Bronfenbrenner’s Ecological System Theory Wheel.
Note. Spellman, N. (2021). Applying Bronfenbrenner’s ecological systems theory.
Constant Contact. Retrieved April 5, 2022, from
http://events.r20.constantcontact.com/register/event?llr=huuy6dbbb&oeidk=a07ehequq49
e42b3bd
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The second system level is the mesosystem. Brofenbrenner indentified the
mesosystem as the interactions between different parts of an individual’s microsystem
(Rosa & Tudge, 2013). The mesosystem can be viewed as building a bridge between two
or more of the microsystem. The individual has direct interactions with the mesosystem
much like the microsystem; however, the difference is that the two microsystems have
some form of connection in the mesosystem. Women in domestic violence situations
often have limited mesosystems due to microsystems being purposefully separated from
one another by the perpetrator, as an act of control, or by the victim to keep the IPV
hidden (Machisa et al., 2018). The victim has diminishing interactions with some
microsystems while being completely cut-off to other microsystems. Mental health
effects of IPV may also hinder women to have multiple mesosystems and prevent the
experiences, support, and interactions from the mesosystems they do have (Machisa et
al., 2018). Providing women with access to social supports can have a profound effect in
terms of gaining access to their mesosystems as well as access to mental health services
and resources nested within them.
The third system level is the exosystem. This is an outside system that has an
indirect effect on the individual. The individual does not directly interact with this
system; however, the individual does experience its influence (Rosa & Tudge, 2013). An
example within this level would be a husband’s work. If work environment is punitive or
toxic, it becomes a source of agitation or frustration for the husband, who takes his
hostilities into the home. While the wife does not have any direct interactions with her
husband’s work, she is indirectly affected because of his mood when he returns home. In
an IPV situation, this may look like walking on eggshells, trying to calm or appease the
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husband, or attempting to not say anything that would make him mad (Focht, 2020).
Another example of the exosystem within the context of IPV is through policy making of
laws related to domestic violence. While the woman may have no direct interactions with
the lawmakers, she is indirectly affected by the laws about domestic violence, domestic
violence arrests, and policies that get put into place by the lawmakers. Teaching women
through psycho-educational classes can offer education about the cycle of violence and
laws/policies related to IPV.
Finally, there is the macrosystem. The macrosystem is defined as “the
institutional systems of a culture or subculture, such as the economic, social, education,
legal, and political systems” (Rosa & Tudge, 2013). The overarching belief system of the
microsystem determines the effect of the macrosystem in a domestic relationship.
Cultural values, health, and public laws can also be a part of the macrosystemand has topdown effects on all other system levels. Socio-economic status, ethnicity, and policy play
a role in the macrosystem as it shapes and governs how exosystems, mesosystems, and
microsystems behave. For example, laws on divorce shape what social services are
offered to IPV victims (Exo), how others in the community and workplace view and treat
an IPV victim who is divorcing her husband (Meso), and how the family views and
utilizes divorce as an option within a relationship (Micro). Within the IPV situations,
socio-economic status and ethnicity are factors that have led to higher rates of IPV. One
example within the macrosystem could be how the cultural belief affects whether a
woman should stay at home and take care of children or whether she should get a job to
support her family. This influence of the macrosystem will have effects on all other
system levels, specifically in the interaction the woman is able engage at each level such
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as how she utilizes services to assist her work (e.g. babysitter) and how she interacts with
her close proximal relationship (e.g. her conversations with her neighbors and peers are
about work rather than her duties at home. The cultural environments are also significant
within this level. If an individual lives in a low-income neighborhood with alcohol and
drug use where domestic violence is commonplace, these factors will have substantial
impact on the individual.
The last concept within Brofenbrenner’s five systems is the chronosystem. The
chronosystem is where time is incorporated as part of the environment for human
development (Rosa & Tudge, 2013). Changes that occur over an individual’s lifetime that
are caused by experiences and life events are considered within this system. This could
include typical individual development (puberty, becoming ill), the birth of a sibling, or
could include the more traumatic experiences some families face of domestic violence.
Women who are amidst the IPV are facing multiple changes within various levels.
Women often must experience life transitions when exiting an IPV situation, which
continues to add to her chronosystem of life events. Sociocultural events also have an
impact on the chronosystem. The impact of the societal issues can affect the developing
person.

Family Systems Theory
To understand the barriers women face within IPV situations it is necessary to
observe IPV through the Family Systems Theory (Bowen, 1976) lens. Family systems
theory is one lens in which to view intimate partner violence. Family relationships are
intricately interwoven and bidirectional (Murray, 2006). Family system theory attempts
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to address the circular causality in terms of behavioral and emotional interactions within
the family. When looking at circular causality in IPV, partners get stuck in an abusive
pattern that mutually reinforces each other negatively. Understanding the explicit and
implicit rules within the family may help to identify relationship conflict patterns
(Murray, 2006). Within family systems theory there are eight key Bowenian concepts
(Bowen, 1985) that can be directly related to issues within intimate partner violence.
Differentiation of self refers to one’s ability to differentiate themselves from the family.
An individual with low differentiation is dependent upon others within the family for
approval, acceptance, and decision-making (Sauerheber, et al., 2014). While an
individual may not have entered into the relationship with low differentiation, often
times, low differentiation is developed over the course of the abusive relationship due to
implicit and explicit rules that are established within the family system. A person with
high differentiation can recognize they are part of the family system but still have the
capacity to be their own person. In identifying and working with women in domestic
violence situations, it is the goal to help establish higher differentiation with new implicit
and explicit rules to create a healthy relationship and environment. Relationship
interactions can also be influenced by the fact that individuals with low differentiation
tend to be with those with similar levels of differentiation (Pollak, 2004). Research has
shown that individuals will often choose a mate that resembles similar patterns of
behavior to what they experienced in their upbringing (Pollak, 2004). Often, intimate
partner violence or domestic violence is exacerbated in these low differentiated
situations. In contrast, a person with high differentiation can recognize they are part of
the family system but still have the capacity to be their own person within the family. In
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identifying and working with women in domestic violence situations, it is the goal to help
establish higher differentiation with new implicit and explicit rules to help create a
healthy relationship and environment.
Another key concept is the triangle within the family system (Bowen, 1985).
Within intimate partner violence the triangles may be with the abused woman being on
the same side as her children creating alienation between the father and the children and
simultaneously creating a division between the husband and wife. While the woman may
not be doing this action overtly, she often spends her time and energy into another part of
the family or possibly avoiding the high-conflict situation. In this example it is putting
her time and energy into her children, instead of her husband. The shifting of the third
person reduces the possibility of any one relationship ‘overheating’ (Sauerheber et al.,
2014). While the conflict in an abusive relationship is between the husband and wife,
some women try to spend their time and energy on the husband, in efforts to eliminate
episodes of violence. The triangle in this situation might still be with the children;
however, the dynamics look different. All the interactions within the family system are
intricately connected and the experiences/relationship interactions with one part of the
family system inherently affect other parts of the family system. When symptomatic
behaviors are seen by the family system, some families respond in ways of support to
lessen the stress and increase the coping ability of the symptomatic person (Micucci,
1995). For example, when a child acts out and draws attention away from the family
conflict. Other families who are either overly involved/close or extremely distant respond
to the emergence of symptoms in different ways. Those that are close may overreact to
the symptomatic person because of the threat it would place on the relationship (Micucci,
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1995). Distant families might notice symptoms less until there are effects that are seen
outside of the family system (Micucci, 1995).
Within all family systems there is a nuclear family emotional system (Bowen,
1985). The nuclear family emotional system in a dysfunctional family typically has four
main problem areas which include marital problems, dysfunction in one spouse,
impairment of one or more children, and emotional distance. While some of these
problems may exacerbate intimate partner violence, these areas are often a symptom
related rather than causes for IPV. At the heart of the dysfunctional families and IPV is a
phenomenon known as circular causality. Circular causality has significant impacting
relation to marital problems and emotional distance. Intimate partner violence may lead
to marital problems and emotional distance which, in turn, may lead to a selfperpetuating intimate partner violence cycle. Throughout the course of IPV, behavioral
and emotional problems in one or more children may also become evident, leading to
more disruption and deeper conflict within the family system. These specific areas will
continue to affect and influence other areas within the nuclear family emotional system
because the overall functioning of the family system is a determinant of the individual
functioning of each person. The emotional atmosphere of the family has an effect on each
individual person within the family unit (Sauerheber et al., 2014).
Family projections and multigenerational transmission process are interconnected
when viewing in terms of intimate partner violence. Family projections look at the
parent’s projections of emotional issues on the children. Within intimate partner violence
households, these may be projections of one or more of the parent’s anxiety, stress, anger,
fear, and even the use of violence in close relationships. One example could be identified
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as a parent that is extremely anxious due to IPV. When talking with her children, her
anxiousness is present, and she may become overly worried about the childrens’
anxiousness and unintentionally transmit her anxiety to her children. This emotional
difficulty continues with anxiety and anxiousness becoming more significant in the
children’s life as they take on their mother’s anxiety and throughout their childhood and
into their adult lives. The multigenerational transmission process relates to the projection
concept as children often have emotional problems because of the parent’s emotional
issues. From a clinical standpoint, the multigenerational IPV tranismissionis visible
within the family system, observed in their dysfunctional interaction, and emotional
homeostasis. While a parent may live in intimate partner violence, the child sees the
family interactions and views them as being ‘normal’ and ‘acceptable’. After prolonged
exposure, these dysfunctional emotional patterns transmit to children which include,
“basic emotions, feelings, and subjectively determined values, attitudes, and beliefs”
(Sauerheber et al., 2014, p. 22). Later in adulthood, the child will likely find a mate with
similar emotional ussues or levels of differentiation and together, this couple will raise
children with deep psychosocial impairment (Sauerheber, et al., 2014; Pollack, 2004).
One specific technique within family systems theory to examine, as well as
address the multigenerational transmission of poor differentiation, is the genogram.
Genograms allow the therapist to identify key people in the family and each individual’s
relationship within the family including death, stories of survival, divorce, marriages, etc
(Sauerheber et al., 2014). Therapists are also able to identify and address key issues,
concerns, and repeated patterns within the family system.
Emotional cut-off is an aspect of family systems theory that is applicable to IPV.
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Women can either attempt to physically not be around their abuser by trying to work
more or seek out friends and family or women are emotionally cut-off and try not to
discuss or address any problems within the marriage (Sauerheber et al., 2014). Women
who take this avoidant or cut-off approach often do so out of fear for further IPV. This
approach can be traced to the first stage of the Cycle of Violence where the woman is
trying to appease the abuser and eliminate as much conflict as possible (Focht, 2020).
When looking, as well as intervening, the Cycle of Violence in families within a
dysfunctional homeostasis, emotional and systemic changes needs to occur to attain a
functional homeostasis. Functional changes can be categorized into two categories a) first
order and b) second order change. First order change includes the superficial changes
that don’t affect the family system dynamic including reducing name calling or avoiding
conflict (Guttman, 1991; Nichols & Shwartz 2005). Second order change, which includes
philosophical changes, is beneficial within the family because it develops a change in the
thinking and dynamics within the family system. Even if a partner learns new
communication skills but still believes he has the power to make all the decisions for his
partner, a new structure has not been attained (Murray, 2006). Being able to work toward
building a relationship where both partners are mutually respected and share in decision
making would be an example of second-order change, or changes within the dynamics
and structure of the family (Murray, 2006).
Sibling position within the family system relates to the birth order and gender that
may affect personalities and relationships. Depending on an individual’s birth order and
gender, they may have had different implicit and explicit rules within their family. This
may lead to certain personality characteristics as a person develops over time. Some first-
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born siblings develop the concept that others will listen to them and follow their lead.
Some second-born siblings may develop personality characteristics of following along
with others and not taking the lead. While these are merely examples, family systems
theory identifies birth order and gender as a construct in which to view family problems.
The last key concept is societal emotional process. This concept incorporates the idea that
society interacts in much the same way as a family system. Demonstrated in the
aforementioned example, various pieces of society are intricately connected as of that of
the family. Family systems theory can help identify an individual’s progressive and
regressive interactions with their community.
Bronfenbrenner’s Ecological Systems Theory integrated with Family Systems
Theory can provide a valuable lens in which to view the problems of IPV. While these
theories offer a lens to view the IPV problem, Cognitive Behavioral Therapy is a
research-based intervention proven to be effective with this population of women IPV
survivors, specifically in the areas of Post-Traumatic Stress Disorder (PTSD) and
depression. Previous interpersonal traumas continue to effect IPV victims due to PTSD
and depression (Iverson, et al. 2011). By treating PTSD and depression the risk for future
IPV victimization can be minimized and the cycle of abuse can be interrupted (Ivreson, et
al. 2011). Cognitive Behavioral Therapy is one of the most common interventions used to
help reduce PTSD symptoms and depression. In the study completed by Iverson et al.
(2011), reductions in PTSD and depression through the use of CBT intervention were
associated with a decreased likelihood of IPV victimization. CBT attempts to change
behavior by identifying the thoughts, feelings, and beliefs that are associated with a
specific outcome. CBT is often a chosen intervention because of its effectiveness of
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focusing on patterns of thinking and identifying beliefs, attitudes, and values of the IPV
survivor.

Cognitive Behavioral Therapy
From a clinical standpoint, Cognitive Behavioral Therapy (CBT) can be useful as
an intervention method when treating IPV family systems. Within family systems, there
are observations, feedback, and intervention within the structure of the family unit.
Patterson (2014) explains the areas where systems and CBT are complimentary. Some of
these areas include the structure and organization of the system, contextuality,
communication, and homeostasis (Patterson, 2014). Within family systems theory, the
family unit is highly organized and can be considered functional or dysfunctional and
open or closed. CBT can be utilized as an intervention tool within the family systems
theory of women survivors of IPV because CBT involves identifying dysfunctional
thinking, connecting them to behaviors, and modifying thinking that is more consistent
with desired behaviors as well as its interplay with her immediate social environment
(Patterson, 2014).
From an ecological perspective, CBT can be utilized as a framework to
understand and utilize the larger social context in treatment. In both CBT and family
systems theory, individuals are not seen in isolation but rather as part of an
interconnected system that includes the environment in which they live. This is
particularly relevant in an IPV situation where women live in extreme social
environments that significantly impact their cognitive perceptions as well as behavior
aspects. One example of such extreme social environments would be a low income and
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high violent crime community. Thinking of both behavior and cognitions nested within
family’s larger social context is critical to understanding and promoting sustainable
second order change. Communication, a target point of CBT’s intervention connects it
with family systems theory. In family systems theory, communication circularity and
feedback loops are present within the family system. Looking at the components of
communication, one action elicits the action of another. An example of this might be
when the female tries to not do anything to upset her partner so attempts to say very little,
the partner thinks that she is being standoffish and communicates with her in a mean
tone. Because of the mean tone in communication, the female then says even less in order
to avoid an argument. The action of the female influences the actions of her partner and
the then the response of her partner influences her actions in return. By looking at
communication and the behaviors that are elicited through communication, CBT and
family systems align once again. The fourth are of complimentary alignment is through
the concept of homeostasis. Homeostasis is an important foundational component of
family systems theory and unfortunately, the homeostasis within an IPV situation is often
dysfunctional. The perspective and intervention of CBT can support healthy development
of a functional homeostasis because the systems-based approach of CBT “inevitably
disrupts old patterns and aims directly at achieving a more functional balance within the
system” (Patterson, 2014, p. 138). By focusing on some of these correlating components
of CBT within the Family Systems Theory Framework, CBT can be a useful and
functional intervention to support Family Systems Theory work within IPV survivors.
Family Systems Theory is one way to view domestic violence. Within family
systems theory, families are seen as being intricately connected (Murray, 2006). Each
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part of the family system, including parental, parent-child, and sibling subsystems affects
other parts of the family system. Reciprocal influences have a meaning on every
individual member in the family (Murray, 2006). Family theorists believe that there are
multiple causes and effects that determine the outcomes of behaviors and actions, this is
called circular causality. While one person’s behavior may elicit another family
member’s responsive behavior, then that behavior creates additional behaviors in family
members. The causality is not linear within family systems but rather an intricate web
with multiple influences. Because of this factor, women in IPV situations must be viewed
in relation to the entire family system and other social systems in which she is connected
within, as well as outside her family. Within family systems there are also implicit and
explicit rules within each family system. These implicit and explicit rules play an
important role in the function those specific behaviors play within the system (Murray,
2006). Family theorists would say that the family is an emotional unit and that an
individual cannot be understood in isolation from one another. In the same way the
survivor of abuse should not be apart but rather nested within the larger system of abuse.
Each family member’s actions and behaviors contribute to the functioning of the family
system and other family member’s behaviors, including the violence that is occurring
The system of abuse, as well as, the intergenerational transmission of abuse is
easily understood through genograms, a powerful clinical tool in psychotherapy.
Genograms allow the therapist to identify key people in the family and everyone's
relationship within the family. Therapists are also able to identify key issues, concerns,
and repeated patterns within the family system. Family theorists attempt to identify
everyone's role within the family. These defined roles can have a huge impact on the
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functioning family system. Family system therapists often try to find ways to support the
individual to help restore family relationships. This is only possible when looking at the
family system as a whole and not the individual in isolation. When looking at the victim
in an IPV situation, it is imperative to understand and identify her role within the family
whether positive or negative and address the changes from a systemic lens. The targets of
change within family systems therapy are the individual in relation to the family, the
family as a whole, and creating first and second order change. Therapists look to help
individuals make changes and ultimately achieve second order change within their family
unit. First order change would be considered superficial changes that don’t affect the
family system dynamic (Guttman, 1991; Nichols & Shwartz 2005). Second order change
is beneficial within the family because it develops a change in the thinking and dynamics
within the family system.
Family Systems Theory also provides an understanding that as symptoms of IPV
increase, individuals in the family tend to neglect other aspects of their lives (Micucci,
1995). Survivors often abandon other interests and activities as they put more of their
effort and focus into the symptomatic person. Survivors may also stop attending activities
or participate in other events in hopes of appeasing the abuser, which increases isolation
and the potential possibility for sources of support. Likewise, external friends and family
members may choose to distance themselves at the same time to avoid problems and
conflict with the symptomatic individual. Often, outsiders may not even be aware of the
abuse or symptomology at home; however, isolation for the victim is still felt.
Some of the criticism of family systems theory within domestic violence
situations are the considerations of power within the family (possibly males having more
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power than females), the neutral stance for violent behavior, and how circular causality
places blame on the abused person for the abuse. On the same vein, another critique of
family systems theory is that it de-emphasized the responsibility of the abuser on the
family system. For example, Murray (2006) found evidence that family systems theory
inadvertently excuses the violent behavior of the perpetrator because it overly attributes
the abuse as we a result of circular causality in the family. Even with these critiques,
family systems theory offers insight into domestic violence. Family Systems’ theoretical
framework and underlying concepts allow the clinician to address the socio-emotional
system that underpins, shapes, and sustains any and all dysfunctional family dynamics.
Programmatically, this framework program can allow for developers to not only avoid
placing blam on the abused person but also avoid deemphasizing the responsibility of the
perpetrator (Murray, 2006).

Integrated Model/Perspective
Taken together, the human ecological theory and family systems theory offers
valuable insight into the treatment of IPV. Bronfenbrenner’s ecological model explains
the multiple system levels that can be affected when a woman is in an intimate romantic
relationship. Whether the woman is experiencing difficulties within her microsystem,
mesosystem, exosystem, or macrosystem, all system levels end up being affected because
of the cycle of abuse occurring in her dyadic relationship with her abuser. When looking
at the microsystem and the direct interactions and relationships in her social immediacy,
the woman’s interactions are affected by the intimate partner violence, whether that is
with her family, health services, peers, or neighborhood. It is beneficial to keep a Family
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Systems Theory perspective when looking at the relationships and interactions at all the
ecological system levels as it permits seeing the abuse dynamic in motion. By
understanding positive and negative feedback loops, it is possible to see how the various
ecological levels become more oppressive for women in intimate partner violence. For
example, as a woman become more entangled in an abusive relationship, she often
becomes more controlled by her abuser. Limited access to friendships and social
connections are frequent due to the abuser’s desire for power and control. Women often
talk less about their personal lives to friends and co-workers when they are experiencing
abuse, which further separates them from this system of support. Because of the circular
causality of the violence cycle in her relationship with her partner, a growing sense of
entrapment of the women and her children, loss of personal agency, and overall
dysfunctional family homeostasis, women are often unable to make the necessary
changes within their social context of ecological system that would support a healthy
environment. Looking at other aspects of Family Systems Theory such as triangles and
emotional cut-off provides insight into why social ecological levels are often affected for
women experiencing intimate partner violence. For example, women experiencing abuse
may be emotionally cut-off from her family of origin. Triangles are also created within
the immediate family system when children are involved by relieving tension between the
partners and focusing more energy and time on the children. By looking at and
supporting both the family systems theory concepts within the ecological systems theory,
women can be supported across multiple ecological levels, increasing support systems
and challenging family systems theories to create positive outcomes in their lives.
Theoretically, if women can be supported in multiple ecological levels, there is a higher
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likelihood for women to see the abuse and have the supports at various levels to make
changes for a healthy environment.
Figure 3 depicts how Family Systems Theory is integrated within the Ecological
levels as it relates to IPV. This graphic demonstrates that while IPV impacts various
ecological levels, the level in which IPV is embedded is within the microsystem.
Contributing factors for an individual such as personal mental health concerns, physical
health concerns, personal vulnerabilities, age and gender, personal characteristics,
personal vulnerabilities, personal resiliencies, and developmental stages all impact the
interactions within IPV situations. The microsystem, where IPV is embedded, is where a
Family Systems Theory lens can be meaningful. By looking at differentiation levels,
intergenerational patterns, family structures, and other aspects within the microsystem,
pertinent changes can be implemented to make changes within this system level. The
mesosystem, the exosystem, and the macrosystem all have effects on the family
struggling with IPV through increased tensions between microsystems, limited access to
social services, societal transmissions, as well as many other aspects which oppress
women in IPV situations.
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Figure 2. Family Systems Theory in Ecological Levels Related to IPV.

Together, Family Systems Theory and Bronfenbrenner’s bioecological theory
model work jointly in framing how the various systems in a survivor’s life are
interconnected within the intricate systems of the family that is nested within the larger
social ecology. Within the macrosystem, the chronic anxiety at the societal level (wars,
community violence, poverty, lack of education, food and housing insecurity, etc.)
contributes to the anxiety and lack of differentiation in the family system. As we know,
closed systems that have low differentiation often lead to dysfunctional family systems
that may result in violence.
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Elements of the REST (Resource, Education, Support, and Therapy) Program
incorporate the above integrated model. To address the family system as well as
individuals within it, psycho-educational lessons and therapy services that have a Family
Systems Theory focus will be modified and applied. Lessons and activities will be
developed that incorporate bringing awareness to the interconnected parts of the family
system with the larger social ecology. The program will incorporate aspects of Family
Systems Theory such as creating and evaluating genograms to help individuals identify
intergenerational patterns, birth order, and aspects of family of origin. Lessons will focus
on helping the participants understand concepts of family rules and roles and how the
roles have come to be established within the family system. Learning about the patterns
of interactions and identifying the goals of each person in the system can create
awareness of the abusive patterns that the survivor encountered. Through lessons and
interactions, subsystems such as children or extended families will be explored.
Identification of the organization of the couples’ relationship around the violence will be
a priority, as well as, how the family responds to certain behaviors from the symptomatic
individual. The program will focus on identifying personal levels of differentiation,
specifically emotional self-regulation learning to balance individuality and togetherness
in relationships (Priest, 2015).
The REST (Resource, Education, Support, and Therapy) program attempts to
incorporate therapeutic services, psycho-educational/relational classes, and resource
supports in order to address various components of the bioecological systems theory by
supporting the women at various ecological levels. Treatment options offered provide
support and psychological services to women to help them regain their mental health and
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social supports to make choices that are productive to their life and the lives of their
children. Providing intensive psychological support and treatment services for women in
intimate partner violence situations can have a profound positive effect on the woman
and any children within the family. Brofenbrenner's ecological systems theory can help
explain the complex layers of interwoven systems that oppress victims of IPV as well as
utilize the systems to foster enduring second order family system changes. Family
systems theory addresses key concepts within family interactions that continue the
violence. Identifying the various systems that impact womens’ mental health and social
support can provide a valuable framework when working with this specific population.
Applying a family systems theory and an ecological systems theory perspective to the
concepts of intimate partner violence within all system levels may help to explain and
systemically treat the biopsychosocial and larger systemic challenges women face in IPV
relationships.
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CHAPTER FOUR
METHODOLOGY

Program Structure
The REST Program (Resources, Education, Support, and Therapy) is a combined
treatment model that addresses and offers therapeutic services, psychoeducational/relational classes, resource supports, and family therapy to victims of
intimate partner violence. According to the World Health Organization (2013), intimate
partner violence often leads to Physical Trauma, Psychological Trauma/Stress, and Fear
and Control. Physical Trauma could be in the form of musculoskeletal, soft tissue, genital
trauma, or other. Physical Trauma would be addressed throughout the program by
offering an initial evaluation form identifying the participant’s current safety. A safety
plan would also be created with this client. Psychological trauma/stress is the mental
health issues that affect women in IPV situations. This can include Post Traumatic Stress
Disorder, anxiety, depression, eating disorders, or suicidality. Psychological
Trauma/Stress is addressed through multiple aspects of the program, primarily through
therapeutic services. Psychological Trauma/Stress will be measured through the outcome
objectives in this evaluation plan. Finally, Fear and Control may be limited to sexual and
reproductive control and healthcare seeking. Victims of IPV may lack autonomy and
have difficulty seeking care and other services. Due to fear and control, the victim may
also lack a wide range of support at various systems levels. The program and evaluation
plan are based on Brofenbrenner’s Ecological Theory (Darling, 2007) with a Family
Systems Theory foundation. The REST Program attempts to address concerns within the
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womens’ Microsystem (immediate environment), her Mesosystem (other connections),
her Exosystem (indirect environment), her Macrosystem (social and cultural values), and
her Chronosystem (changes over time). The evaluation plan attempts to address concerns
at multiple ecological levels.

Program Overview
The REST Program (Resource, Education, Support, and Therapy) is a multifaceted program comprised of four distinct components: Resource Supports (RS);
Psycho-educational Groups on Domestic Violence (PG/DV); Support Groups (SG); and
Individual Therapy (IP); and Family Therapy (FT), which is supported by a Logic Model.
While each component has specific criteria for completion, individuals may access the
components of the program based on individual need and individual circumstances.
While some individuals may be able to start group psycho-educational classes right away,
others may receive individual counseling while they are waiting for a class to open.
When a participant is referred or connected to the program, their first point of contact will
be with the Service Navigator. The role of the service navigator is to be connected with
individual clients and gather background information in order to determine priority needs
and services for each client. The service navigator will assist in administering preliminary
assessments to help document the client needs through the process of enrollment in the
program. The service navigator may also provide crisis counseling if necessary.
Resource support will be provided as needed. The role of the Resource Manager
is to review initial assessments and collaborate with Service Navigator in order to
connect participants with priority needs. Resource Manager establishes community
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connections and discusses options with the participant in order to provide the services
most correlated with specific needs. Some women need support and are not ready to
make changes in living situation or court procedures at the beginning of the program,
while other women need support and resources immediately. It is expected that women
complete all the parts of the program (resource supports, psycho-educational classes,
support groups, and therapy) prior to attending family therapy. It is the goal of the
program to help women regain their own mental health so they can make better decisions
while working on their relationships with their family/children. While most components
offer fluidity between them, family therapy is the culminating piece of the program to
really fully implement the recovery and connection of the program design.

Figure 3. Program Foundations.

The REST program is designed for implementation for domestic violence shelters
and therapy centers, which target women who have experienced intimate partner violence
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or domestic violence within the household. The program is founded on
psychoeducational lessons, individual counseling, case management, and family
counseling. The REST program is designed to teach women about domestic violence and
help them identify abusive situations, engage in support groups, connect with community
resources, as well as provide counseling to women who have experienced trauma from
intimate partner violence. It is the goal of the program to help women work through and
reprocess past emotional trauma and memories in order to make more adaptive memory
networks throughout the healing processes. Women will address negative cognitions that
are present from early childhood trauma or from the current trauma of being exposed to
domestic violence. Past emotional trauma is believed to cause more harm to women
within intimate partner violence as their emotional and mental health continues to
decline. Resource supports are an important component of the program because many
women, of all education levels, do not know how to take action with the legal system, to
find housing, attain employment and childcare, or make changes within the dysfunctional
system in which they are living. The REST program incorporates family therapy to
involve children who have experienced trauma due to domestic violence to rebuild the
family system by establishing healthy rules and roles. As a combination of education,
therapy, and resource supports, REST provides women with the information and the
recovery resources to make changes to stop domestic violence before intergenerational
components contribute to further dysfunction.

Key Interventions
The first key intervention within this program would be psycho-educational
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classes. Women need to learn what domestic violence is and the effects it can have on her
life and the lives of her children. Education must also address helping women understand
they have been part of victimization, learn information about abuse tactics, create and
develop safety and survival techniques, and learn to listen to their own intuition (Enache
etal., 2019). Often women in intimate partner violence relationships have been putting
aside their own needs and desires to keep the peace and not cause any problems that they
are unable to know when there are red flags in a relationship. Psychoeducational classes
would help women practice and be aware of the important messages her body sends her
that she should pay attention to (Czerny & Lassiter, 2016). Part of education is also
understanding the abuse tactics and learning to change the unconscious self- talk that may
be happening after years of verbal or emotional abuse. Boundaries are another session
topic that will be introduced. It is not until women are able to feel safe and secure in their
environment can they move forward (Czerny & Lassiter, 2016). Setting boundaries both
emotional and physical is one of the first steps in healing.
Psychoeducational classes within this program would attempt to aim for
participants to attend a minimum of 8 of the 10 sessions. Individuals would also be able
to access the material from the weeks missed if they were unable to attend. Groups for
psychoeducational classes would include approximately 8-10 participants. The classes
would be closed groups to facilitate client sharing and openness. The group
psychoeducational classes would have a trained therapist to lead the curriculum, ask
questions, and provide input on each session.
Another key intervention within the program is individual counseling. Research
has found that intimate partner violence and poor health outcome for women have a

60

significant correlation (Walsh et al., 2015). In the study completed by Akyazi et al.
(2018), 76.3% of the cases of women were diagnosed with at least one psychiatric
disorder. Some of the astounding statistics included approximately half of the participants
experienced PTSD. Over half of the women had attempted suicide at least once, with
66% of these individuals attempting suicide after the violence had begun (Akyazi, et al.,
2018). As a result of domestic violence, other mental health issues such as depression,
fear, anxiety, low self-esteem, sexual dysfunction, eating problems, obsessivecompulsive disorder, and PTSD can occur (Carretta, 2008). For most verbally abused
women, after multiple experiences of verbal abuse, many women believe they are
worthless (Zosky, 1999). Once women start to believe they are worthless, mental health
becomes an even greater concern. Women are unable to make choices that will keep them
and their children safe because their mental health is so impacted. Many women even
have suicidal thoughts and want to give up on living all together. Prolonged exposure to
domestic violence situations often has more significant effects on the woman’s mental
health. Treatment support and intensive psychological services for women would result
with women regaining their mental health and making choices that are productive to their
life and the lives of their children. Providing intensive psychological support and
treatment services for women in domestic violence situations can have a profound
positive effect on the woman and any children within the family and hopefully stop the
intergenerational cycles that otherwise continue.
While each participant comes to the table with their own unique story and
situation, it is the goal of this program for women to regain their mental health. While
EMDR (Eye Movement De-Sensitization and Reprocessing) may not work for every
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single survivor, it is suggested to be the first option used with domestic violence victims
within this program. This form of therapy helps clients to access and process traumatic
memories into adaptive memory pathways (Shapiro, 1989). EMDR is specifically useful
for domestic violence victims because it helps them attune their awareness to feelings
within their body. EMDR has also proved to be more effective than active listening or
relaxation therapy, or no treatment (Maxfield, n.d.). Because women experiencing
intimate partner violence often have symptoms of PTSD, it has been the chosen primary
method of therapy for this program. PTSD symptoms were reduced dramatically in a
study that used EMDR as the treatment method (Maxfield, n.d.). EMDR also allows
clients to access memories that are early on in their life and reprocess those memories
into adaptive networks. Individual counseling using EMDR is striving for true healing of
domestic violence survivors. Another study showed that “psychological treatment
designed to address women’s mental health needs and promote access to resources would
significantly reduce women’s IPV victimization over time” (Miller, Howell, & GrahamBermann, 2014). Individual counseling is imperative as it provides a plethora of positive
effects including increasing assertive communication skills, positive self-talk, stress
management, improvement of self-care, developing positive cognitions, awareness of
behavioral patterns, and reduce the sense of responsibility for others’ behaviors (Enache,
et. al., 2019).
Individual counseling would be completed by a licensed therapist that is trained in
EMDR therapy or trauma therapy. Participants would be expected to participate in
individual counseling after or concurrent with psycho-educational courses. Woman may
complete individual counseling during psycho-educational courses if desired or if
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currently seeking crisis intervention. Individual counseling may vary for each participant
and a set number of sessions would not be designated within the program.
The third phase of the program would be resource support meetings. This phase
would incorporate connection and resources. Resource support meetings may be
completed by someone who is a survivor of Intimate Partner Violence. Someone who has
had similar experiences can be a valuable resource in ways to access support groups,
community resources, and court system procedures. Advocacy efforts can also help
survivors change their past experiences into ‘opportunities to make a difference in the
lives of others” (Murray, King, Crowe, & Flasch, 2015). “Survivor advocacy has the
potential to be a therapeutic, empowering experience for clients” (Murray, et.al., 2015).
While this phase of the program may be tailored more to meet the individual needs of the
client, each client will be set up with a point of contact for resource support. Advocacy
and resource support would be available to ask questions, provide community resources,
connect to other local support groups, access information for the court system, and be a
connection to the survivor who often feels they are alone in this process.
In closing, the four phases of the program are psychoeducational group class,
individual counseling, resource supports, and family therapy. This program is structured
following Herman’s (1992) multistage model of recovery for trauma as occurring in three
stages: establishing safety, remembrance and mourning, and reconnection (Johnson,
Zlotnick, & Perez, 2011). The psychoeducational classes focus on physical and emotional
safety as is the first tenant of Herman’s (1992) recovery model. Remembrance and
mourning are completed in the second phase of individual counseling; however,
participants also get to move a step farther and reprocess any negative cognitions and
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beliefs. The third and fourth phase offers connection through the resource support
opportunities and family therapy. Participants have access to a point of connection
through resource support meetings, which also has multiple resources available to assist
the participant in reaching their individual goals for progress and change within their
lives. These key interventions are the foundation for a program that aims to provide
lasting positive changes for survivors of domestic violence.

Demographics
The target population for this evaluation is women, ages 18 and older, which are
identified as either currently experiencing or previously experienced intimate partner
violence, severe intimate partner violence, current intimate partner violence, or prior
intimate partner violence
The demographic region for this evaluation is expected to initially start in the
southern California region, particularly in the San Bernardino and Riverside counties. It
is hopeful that the program development can eventually offer an online component for
therapeutic services, psycho-educational/relational classes, and community supports.
Online access would be significant for this target population because of the typical lack
of access to outside support due to the perpetrator’s power and control over the victim.
Exclusion criteria for this program includes males, anyone under the age of 18, women
victims experiencing suicidality, and non-English speaking.

Population – Inclusion/Exclusion Criteria
The population that the REST Program would serve includes women who either
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are currently experiencing domestic violence/intimate partner violence or women who
have previously been subjected to it. Inclusion criteria would be women of adult ages
(age 18 or older) who have experienced or previously experienced domestic violence.
While domestic violence does also have women perpetrators and male victims, it is the
goal of this program to build trust and community among women victims. Exclusion for
this program for the target population is male, anyone under the age of 18 years old,
female victims experiencing suicidality, and non-English speaking individuals. The
targeted women within this population would be expected to attend the educational
sessions, individual therapy, resource support meetings, and family therapy. The REST
Program individuals may be recommended to the program in the middle of the
pscyhoeducational class sessions, they will be required to wait until a new class form to
participate in psychoeducational classes. Individuals can access Individual Therapy and
Resource Supports at any point throughout the program. Individuals may be put on a
waiting list if space is not currently available for classes.

Participation and Implementation
Participation from group members would be expected for women attending the
psycho-educational groups. It would be expected that the women complete all 10 weekly
sessions including activities. If there is an emergency and a missed session occurs, the
participant can receive the information and complete the activities independently for up
to one session. Individual therapy is required for approximately 10-session at 45 minutes
per session. If the therapist and participant agree that less than 10 sessions are adequate,
adjustments can be made. The program recommends 10 sessions at minimum to address
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past trauma and any current trauma. Resource support meetings offer three, one-hour
long sessions with a support staff to ask questions about procedures, court regulations,
resources, housing, and job opportunities. Resource support is a requirement for a staff
member to learn about the participant and the unique situations of each case. Resource
support is one aspect of the program that can be a change agent in the system to help
bridge connections and community resources that will last long beyond the program.
Lastly, family therapy is the final stage of the program. Family therapy is greatly
dependent upon each individual case. While some families may be ready to complete
family therapy after completing the other components of the program, other families may
need a length of time before they are able to participate. Depending on the situation, the
abuser may or may not be involved in the family therapy. Some suggestions for family
therapy include PCIT, CPRT, and Circles of Peace. Therapists may work with families
depending on the needs of each family.

Feasibility and Funding
The R.E.S.T. Program is one that is designed to be integrated into already
established shelters or domestic violence organizations. Looking at the five areas of
feasibility in relation to the program, the R.E.S.T. Program is a strong option to integrate
and house within an already established organization. The first area of feasibility is the
technical component and whether this program is technically possible. The program has
few technical requirements. It would be beneficial to have access to a handful of
computers or tablets for assessment ease. Online support groups would also be developed
through a web-based system. In terms of economic feasibility and whether or not the
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project can be afforded would be discussed through the percentage of therapist and staff
time that must be taken into account to run the program. To run a single cohort, three
times over the course of the year, it is estimated to take approximately 35% of the already
staffed therapist’s workload. Established organizations and shelters could consider if it
would be beneficial to add a therapist to their organization and run two simultaneous
sessions if there is enough interest in the program. Additional staffing time would be
necessary from the organization in regards to scheduling and tracking both attendance
and assessment data. By incorporating a program that has multiple measures of
assessment across multiple life domains, funding opportunities for shelters and
organizations are increased due to established program effectiveness and reliable data.
Legality is another feasibility aspect; however, since the R.E.S.T. Program would be
housed within an already established organization many legal components would fall
under the parent corporation. Program staff would follow all confidentiality guidelines as
expected by state licensing board. Operational components are considered by defining
and developing a plan to create shared spaces for program operations. While therapists
may already have designated space to run therapy, coordination of group therapy/psychoeducational class rooms will be necessary in order to avoid overlapping/overbooking
available space. This component also looks into scheduling both of physical spaces and
personnel necessary to run the R.E.S.T Program.
Specific assessment measures were chosen in order to create comprehensive data
about the effectiveness of the program for funding purposes. The R.E.S.T. Program is
intended to be incorporated into not-for-profit organizations. All efforts will be made
when in collaboration with organizations to have copies of their 501(c)3 IRS
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Determination Letter to make sure the considerations for eligibility are present. The
R.E.S.T Program is an ideal way to access many grant opportunities because of the
population it is serving, as well as the topic of intimate partner violence and mental health
wellbeing. This program also addresses solutions and interventions for a widespread
epidemic problem in many communities. Because many domestic violence organizations
are already grant funded or grant supported, there is most likely a team of knowledgeable
experts that can use the comprehensive data from the program to refine additional grant
opportunities. Many other aspects of grant funding necessities will already be in place
within the parent organization such as the board of directors, IRS 990 tax return, financial
statements, operating budget, and year-end financial statement. By utilizing the program
outcomes and assessment procedures listed in the program, staff are able to identify if
program objectives and goals have been met. Identifying and portraying this multiple
measure assessment data to funders provides evidence on how the target populations’
lives will be better because of the implementation of the R.E.S.T. Program.

Resource Supports
All individuals involved within the REST Program would receive resource
support (RS) meetings with staff. Frequently, women in intimate partner violence
situations feel alone and unsupported while trying to make changes within their life.
Resource support meetings would attempt to provide information and guidance to women
needing additional information about the legal system (especially if children are
involved), housing, job opportunities, childcare, and food resources. Having someone
available to ask questions and provide insight on how the court system typically handles
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situations may be the deciding factor for women to leave. Understanding and being given
small pieces of guidance through advocacy services may provide enough support for
women to leave the domestic violent situation in which they are living.
This component would incorporate connection and community resources.
Resource support meetings may be facilitated by someone who is a survivor of Intimate
Partner Violence themselves who has completed additional training. Someone who has
had similar experiences can be a valuable resource in ways to access support groups,
community resources, and court system procedures. Advocacy efforts can also help
survivors change their past experiences into opportunities to give back to the community
in a meaningful way while making the difference in the lives of women (Murray et al.,
2015). “Survivor advocacy has the potential to be a therapeutic and empowering
experience for clients” (Murray, et.al., 2015). While this aspect of the program may be
tailored more to meet the individual needs of the client, each client will be set up with a
point of contact for resource supports. Facilitators of resource supports would be
available to ask questions, provide community resources, connect to other local support
groups, access information for the court system, and be a connection to the survivor who
often feels they are alone in this process. Women would also feel supported by being
educated on government benefits that may be available to them. Many women are
unaware of the benefits and services that they have access to. Resource support meetings
would provide a minimum of three, one-hour sessions to discuss each participant’s
individual and unique situation. Additional resource support sessions may be considered
on an at-need basis. The goal of resource support is to help connect women with other
agencies and community resources that are available that will provide support long after
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the participant has completed the program.

Psycho-Educational Groups
Within the psycho-education/personal growth groups there will be a limit of 8 to
12 participants to easily facilitate personal discussions, reflection, and follow
recommendations for beneficial group size (Gladding, 2012). The psycho-education
groups are closed groups to facilitate authenticity and trust among group members. A
closed group format was also developed into the design of this program to build
relationships and establish trust and rapport between participants. The therapist leads
discussions and activities, which includes a 10-week curriculum that meets once a week.
The psycho-educational groups would focus on multiple aspects associated with intimate
partner violence and mental health.
Education must also address helping women understand they have been part of
victimization, learn information about abuse tactics, create and develop safety and
survival techniques, and learn to listen to their own intuition (Enache, Matei, & Tusa,
2019). Often women in intimate partner violence relationships have been putting aside
their own needs and desires to keep the peace and not cause any problems. Being in these
types of stressful situations makes it difficult to identify the red flags in relationships.
Psycho-educational classes would help women practice and be aware of the important
messages her body sends her that she should pay attention to (Czerny & Lassiter, 2016).
Educational aspects also focus on understanding the abuse tactics within the relationship
and learning to change the unconscious self- talk that may be happening after years of
verbal or emotional abuse. Participants would learn and practice creating health
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boundaries in relationships. Boundaries are necessary to create a safe and secure
environment for the victims of IPV. It is not until women are able to feel safe and secure
in their environment can they move forward and heal (Czerny & Lassiter, 2016). Setting
boundaries that focus around emotional and physical aspects in the relationship is one
step women learn to take in the healing process.
Lessons may include defining domestic violence/intimate personal violence, the
effects of domestic violence on individuals and children, the cycle of violence, legal
aspects of domestic violence, denial and red flags, learning what a healthy relationship
looks like, creating boundaries and a safety plan, and planning for the future. Psychoeducational classes within this program would attempt to aim for participants to attend a
minimum of 9 of the 10 sessions. Individuals would be able to access the material from
the week missed if they were unable to attend. Groups for psycho-educational classes
would include approximately 8-12 participants. These closed groups could start four
times per year and adjust depending on the need and funding. The group psychoeducational classes would have a trained therapist to lead the curriculum, ask questions,
and provide input on each session. Participants in the groups will be able to share
personal experiences if willing. Sharing stories and listening to others in the group fosters
personal awareness and self-reflection. Women also can find support through others who
can easily relate to difficult domestic violent situations. Group members will also
participate in therapist lead activities to foster learning and awareness of each lesson. The
psycho-educational groups will be once a week for two hours a lesson.
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Support Groups
The R.E.S.T. Program offers bi-weekly support groups for women to come
together and participate in a social setting. Women are able to build relationships and
connections with others while sharing information they may have identified. Being able
to start building a social network is extremely important in the womens’ healing process.
Relationships can be built between cohort groups and allow participants to find others
who would be willing to attend community events together. The program provides
resources that are available through the community, churches, other local organizations;
however, it may be difficult for women to take that initial step alone. By fostering these
relationships, women have others who support and facilitate taking steps to be further
connected in the community. Depending on the cohorts that choose to attend the support
groups, some women may be more experienced in accessing the community supports and
provide their knowledge to new participants of the support group. Participants also have
access to an online support group of women who have completed the program. This is
suggested to be contained to local regions of program implementation. Women will have
access to communicate with other women about resources, building friendships, or even
just sharing in life’s accomplishments. Creating a shared space online that is not labeled
as a domestic violence group, offers safety while also providing opportunities for
meaningful friendships and connections.
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Therapy

Individual Therapy
The second component of the REST Program is individual therapy. Research has
found that intimate partner violence and poor health outcome for women have a
significant correlation (Walsh et al., 2015). While individuals may have received
counseling and therapy in the past, therapy throughout this program will be implemented
to specifically address past trauma. One suggested method to utilize within the program is
Eye Movement Desensitization and Reprocessing (EMDR) because it has been proven to
be extremely effective with individuals experiencing Post-Traumatic Stress Disorder
(PTSD) (Yaggie et al., 2011). This form of therapy helps clients to access and process
traumatic memories into adaptive memory pathways (Shapiro, 2018). Women who either
currently experience or have previously experienced Intimate Partner Violence often
exhibit PTSD. EMDR enables individuals to heal from the symptoms and the emotional
distress of past traumas (Shapiro, 2018). EMDR does not use “traditional talk therapy,
but instead relies on the individual’s rapid, rhythmic eye movements to lessen the
disturbance of the emotionally charged memories or traumatic experiences” (Shapiro,
2018). EMDR also attempts to build adaptive memory networks and turn negative
cognitions into positive cognitions. Women within the program would be expected to
start with a minimum of 10 individual therapy sessions focused on addressing past or
current trauma. It is the goal of individual therapy to clear out past traumatic events and
build adaptive memory networks and healthy cognitions. Through EMDR or trauma
therapy the intent is to establish Adaptive Memory Networks, so women can heal and
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recover from past traumatic experiences (Shapiro, 2018). It is also imperative for women
to engage in individual therapy to process through emotions and past experiences that
have become normalized within their own emotional distress. Healing from past trauma
is the beginning of recovery and being able to heal to make healthier choices.
EMDR therapy requires therapist certification before administering the EMDR
techniques. Additional training may be required for completing EMDR sessions with
women who are still currently experiencing domestic violence traumas; however, EMDR
is recommended specifically because of the success experienced for individuals with
PTSD. Participants can participate in individual counseling at any time throughout the
program. Women may complete individual counseling during psycho-educational courses
if desired or if currently seeking crisis intervention prior to attending the classes. If
EMDR is not appropriate for a specific participant, an alternative individual therapy
technique will be used to address past trauma.

Family Therapy
The last component of the REST program is Family Therapy (FT). The focus of
family therapy is the development of attachment problems that occur between parent and
child throughout domestic violence situations (Levendoskyet al., 2011). The program
recommends Parent-Child Interaction Therapy (PCIT) as the starting point for family
therapy if there are behavioral concerns with children in the family. Young children who
are exposed to domestic violence often exhibit extreme behaviors. PCIT attempts to
address behavioral needs of children in two phases: by developing a relationship and
helping the children feel calm and secure and by managing the behaviors while remaining
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calm, confident, and consistent (Lieneman et al., 2017). Additional certification and
training is necessary to administer PCIT. Other suggested family therapy could include
an attachment-based therapy model called Child-Parent Relationship Therapy (CPRT)
Treatment Manual: A 10-Session Filial Therapy Model for Training Parent (Bratton et
al., 2006). This therapy also requires additional certification and training to teach the
model. CPRT is recommended for children presenting with behavioral, emotional, social,
and attachment disorders, which tend to be common for children exposed to domestic
violence. CPRT can be an option when group family therapy is possible. This therapy is
based on the concept that the relationship between parent and child is extremely
important. The goal is to increase communication, positive interactions between parent
and child, and to help parents learn to enjoy parenting. Often parent-child relationships
are neglected when mothers are involved in domestic violence and this therapy can help
repair and rebuild the connection between parent and child while fostering a secure
attachment. Other family therapy models can be used at the discretion of the therapist.
‘Circles of Peace’ is a program that may be utilized if it is possible in logistics and safety
for the abuser to attend therapy. ‘Circles of Peace’ uses a restorative justice circle
approach in therapy which attempts to repair the harm that was caused by the abuse
(Ortega et al., 2016). ‘Circles of Peace’ should be used with caution at the discretion of
the therapist and the participant, making sure that it would be safe to consider this therapy
model. Other family therapy models may include the participants’ parents if the victim
does not have any children. Often extended familial relationships are strained when
domestic violence occurs. Working with a family systems lens to re-establish the roles
and rules within the system would be helpful in rebuilding family relationships.
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The therapy model used for family therapy will be at the discretion of the
therapist; however, some research-based therapies have been suggested within the
program. Family therapy attempts to reconnect parent and child relationships that may
have been harmed throughout the trauma. Triangulation often occurs due to the tension
between the husband and wife. Working with a therapist to identify this triangulation in
hopes of changing the dynamic is important. If children are not involved, it allows the
participant to rebuild relationships that may have been damaged due to domestic violence
and make connections with other family members such as parents or siblings. Family
therapy also provides continued support for families that can make positive, healthy
changes and decide to stay together.

Logic Model
This logic model shows the necessary components of the REST program. It is the
ultimate outcome goal of this program for women and children to no longer live in
domestic violence situations, whether it is changes within their current situation or
whether women choose to leave the relationship. To get to this outcome objective,
education, therapy, and support are needed as women learn how to survive and regain
their mental health. Women are often trying to just survive and not cause any tension in
the relationship and often feel very alone. The REST program offers support through
closed group sessions, individual therapy with focusing on past trauma, resource supports
to help with community resources and supports for women, and family therapy to help
rebuild connections and relationships with children or other family members.
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Figure 4. Logic Model.

The logic model of the REST program identifies the outcomes of the
program, including the psycho-educational classes, group sessions, support groups,
individual counseling/therapeutic services, safety plan, and community resources. The
participation is listed within the logic model. Some of the short outcomes within the
program include increasing womens’ knowledge of intimate partner violence/domestic
violence, increasing womens’ knowledge of the effect it has on children and their own
health, helping women create healthy boundaries, helping women heal from past
emotional trauma, and to gain resources, knowledge, and skills. The medium outcomes
for the program are to improve awareness of domestic violence and depression, improve
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decision making skills for current and future relationships, identify appropriate actions
that can be taken within specific situations, and developing positive mental health
outcomes and social supports. The long-term outcomes are to decrease the number of
women living in domestic violence situations (this may be either the women have learned
to create healthy boundaries and the situation in the home has changed or the woman may
have left the abusive situation). The second long-term outcome goal is to decrease
depression in women who have experienced IPV while increasing her social supports and
resources. It is the goal of the REST program to have lasting changes within families and
individuals. The model attempts to help victims heal from both past and current traumas
to create healthy lives of those who participate in the program.

Theory of Change
The conceptualization of this problem is the continual perpetuation of intimate
partner violence because women are not aware that the situation, they are experiencing is
considered abuse. Other women may understand that they are living in an abusive
situation but do not have the resources or support available to leave. Many women may
know about physical abuse; however, they are not aware of emotional, verbal, and
economic abuse. The health effects, both physical and mental, that are associated with
living under these conditions are many. Intimate partner violence perpetuates because of
womens’ lack of education about the topic, lack of resources and support, other factors
such as cultural and religious viewpoints, and the lack of second order change within the
family system.

78

Figure 5. Theory of Change.

The theory of change within this program is to develop womens’ education and
supports to create a first order change prior to creating a second order change. With this
first order change of regaining womens’ mental health, building up support systems and
treatment options, second order change can be made possible. The rules of interaction
within intimate partner violence situations will not be positively disrupted if the woman’s
mental health is so significantly impacted from the abuse. Only once a woman regains
her mental health and has the supports, she needs can she go into the IPV situation and
uphold new rules of interaction. Homeostasis for domestic violence is one that is
dysfunctional. There is often a great deal of negative feedback loops from the system to
bring the system back to the comfortable way of doing things. Once a woman has been
educated about what abuse is and how it affects her and her family, she can then provide
positive feedback loops within the system to initiate new rules of interactions. Certain
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behaviors from the perpetrator will no longer be acceptable within the family system. She
may even have a ‘line drawn in the sand’ (theoretically) if certain behaviors occur then
she will leave. Because of her mental health and clarity, along with the educational
component and supports/resources available, she can make more informed choices for her
and her family. Second order change is imperative in this situation because if the woman
has regained her mental health but then enters back into the same system, it is likely that
her mental health will decline again. Establishing a new ‘normal’ and new rule of
interactions and boundaries is imperative to systemic change for domestic violence.
Women also need their mental health and education in the future if they choose to enter a
healthy relationship and not continue to repeat patterns. Even if the perpetrator isn’t on
board enough to receive mental health services himself, if the woman is able to establish
new rules for the system there is a chance at creating a new functional homeostasis within
the family system. If a new homeostasis is not found, it is likely that the system will
break. This may lead to the family breaking apart, but it also might be the only solution to
keep all the members of the family safe.
The purpose of the theory of change is to educate women and help them regain
their mental health to have first order change. With this regained mental health,
education, and support, it is the primary goal to create a second order change within the
family system. Even though it is known for victims to return to the abuser multiple times;
it is the hope of this theory of change that the woman will tolerate less and create more
healthy boundaries with the abuser. The ultimate outcome would be either to create a new
functional homeostasis with new rules of interaction or for the woman to leave the
intimate partner violence and build a new, safe way of living.
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Process and Outcome Objectives
In order to determine if the program is doing what it is intended to do, process
goals have been developed. The process goals for the REST program include two goals
related to program implementation. The first goal is to implement the sessions for the
program as directed in the manual. Objective for this goal would be by the end of Year 1,
100% of participants (in fully completed groups) complete the educational reading
material, the ten psycho-educational group sessions, a resource support meeting, and an
individual therapy session. The second process goal is to use the curriculum and
assessment measures as directed by the program manual. The objective for this goal is by
the end of Year 1, 100% of participants who have entered the program, with enough time
to complete in entirety, have been given ten session/packet materials as indicated by
program manual and taken all performance and outcome evaluation measures as
indicated in the program manual.
The performance goals for the REST program include two primary goals in the
areas of psycho-education and advancement in knowledge, decreasing depression, and
increasing social supports. Goal one is to increase the knowledge base and education of
participants in Intimate Partner Violence. The objective for this goal is by the end of Year
1, participants will increase their scores and conceptual understanding on the knowledgebased assessments by 75%. Goal two is to provide resource support meetings and
individual/family therapy to all participants in the program. The objective for goal two is
by the end of Year 1, 75% of the participants enrolled in the REST program will decrease
their scores on the BDI while increasing their scores on the MOS-SSS Surveys.
The outcome goals for the REST program include two primary goals in the areas

81

of psycho-education and the advancement in knowledge and in the areas of decreased
depression and increased social supports. A third indirect outcome goal is in changing
societal perception and stigma. Outcome goal number one is to increase overall education
and knowledge-base of participants in the REST program. The objective for this goal is
by the end of Year 1, participants in the program can pass the intimate partner knowledge
curriculum with 80% accuracy. Goal number two is to decrease participants’ depression
while increasing social support at multiple ecological levels. The objective for this goal is
by the end of Year 1, 85% of participants who have completed the program will have a
decrease in score on the Beck Depression Inventory and an increase on the MOS-SSS
Survey. The third indirect goal is to create and promote social justice and public
awareness of intimate partner violence by changing the perception and stigma associated
with IPV through increasing social support and connections of victims. The objective for
this goal is by the end of year 1, the REST program will increase community partnerships
for victims by 50%. By incorporating multiple measures, the program is able to
determine effectiveness through outcome goals that demonstrate a decrease in symptoms
while creating positive outcomes for the participants.

Evaluation Measures
The evaluation measures chosen for this project include Implementation /Process
Evaluation and Outcome Evaluation. The implementation/process evaluation is a
quantitative measure of identifying adherence to the program standards, dosage (number
of psycho-educational classes and therapeutic sessions attended), quality of delivery,
participant responsiveness, and program differentiation. The information gathered from a
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survey for implementation evaluation would be considered quantitative. When
identifying the participant responsiveness and the program differentiation, a mixed
methods model would be utilized to obtain qualitative data for informational and
evaluative purposes. Another component of the implementation/process evaluation is
identifying the material/curriculum used and determining if the participants are
comprehending the material, personalizing the material, and retrieving the material when
needed. At the beginning of each psycho-education class there will be a pre-test to
identify prior knowledge on the topics being covered in that class session. At the end of
each class session there will also be a post-test to help identify gained knowledge from
the psycho-educational lesson. This evaluation piece is partially used as an intervention
to help participants be cognizant of the topics and areas of concern on the tests. Psychoeducational lessons will teach participants multiple components about intimate partner
violence. Within the psycho-educational lessons there are pre/post-tests that address the
10 topics covered over the 10 weeks.
Additional process evaluations would include the Vulnerability and Mental
Health Scale (VMHS). This scale is modified from the Abusive Behavior Inventory
(ABI), the Depression, Anxiety, and Stress Scale (DASS), and incorporates questions
relating to the ‘Cycle of Violence’. This measure would also be imperative to give at the
beginning of the program and at the end of the program. The questions about mental
health and the Cycle of Violence help women be aware of behaviors that fall into these
categories. An example is reading the questions about whether the participant feels like
they are walking on eggshells may help the participant understand that is not a feeling
that would be present in a healthy relationship.
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The second area of evaluation within the REST Program is the outcome
evaluations. The outcome evaluations attempt to determine if the program met its overall
goals and objectives. The primary goals of the REST Program are to decrease depression
and increase social supports and community resources for women in Intimate Partner
Violence. To decrease depression, the program offers psycho-education, resource
supports, and therapeutic services. Social supports are addressed through the program’s
use of social groups within the psycho-educational classes, and community resources.
The primary evaluation measures that are utilized to determine if the outcome goals have
been met are the BDI (Beck Depression Inventory) (Appendix B), the SF-36 (36 Item
Short Form Survey) (Appendix B) and the MOS-SSSI (Medical Outcome Study – Social
Support Survey Instrument) (Appendix B).
Depression was the measure chosen to indicate outcomes of the program through
the BDI and the SF-36 because it is a significant and prevalent factor for women in
intimate partner violence. According to NCADV (2015), seven out of ten women who are
psychologically abused, display symptoms of PTSD and/or depression. Depression has a
significant effect on the victim of IPV and her immediate environment, including her
family, her children, and others that live with her. Depression also affects the victim and
the way she interacts, or lacks interaction, with other systems she is connected. She may
have less interactions in her mesosystem and not seek outside activities whether it be
physical exercise, church activities, or social engagements. The victim’s interactions with
her exosystem and macrosystem may also be impacted by depression as she has less
desire to interact with her indirect environment. Perceptions of social and cultural values
may change due to the depressive state the victim experiences. Measuring depression at
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the entrance of the program, midway through the program, and at the end of the program
can provide information on the program’s effectiveness and the progress of the
participant. The BDI is a quick measure to get quantitative information about the
participants’ level of depression (Kroenke et al., 2001). The SF-36 was a tool specifically
chosen to measure symptoms in women because of the ability to look eight health
domains. The SF-36 can give evaluative data on the participants’ physical function,
bodily pain, vitality, role-emotional, role-physical, general health, social function, and
mental health. By monitoring this information at the beginning of the program and at the
completion of the program, it is possible to determine the program effectiveness and the
impact on participant lives in multiple areas.
The MOS-SSSI and the SF-36 were the measures chosen to indicate outcomes of
the program in relation to social support and community supports (Moser et al., 2012).
These areas are addressed through the program by incorporating psycho-educational
classes about healthy relationships and unhealthy relationships, red flags, boundaries, etc.
Therapeutic services may also address social supports that the victim may be lacking and
address underlying reasons why this may be happening. Through the therapeutic process,
participants are expected to work on past trauma. Therapy can help with facilitation of
mending familial relationships that have been damaged due to factors of IPV in order to
build or re-build social supports for the participant. Community support is specifically
implemented within the REST Program to facilitate interactions between the victim and
the systems beyond her microsystem. By working with the program facilitators, the
participant can access community resources in a variety of ways, including financial
assistance, employment assistance, connections to faith/religion groups, support groups,
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exercise and physical well-being activities. Offering and connecting women to activities
and community supports can be the change agent for creating and developing social
supports for women in IPV situations. The MOS-SSSI was chosen as the outcome
evaluation measure for social support because it identifies supports in four areas: 1.
Emotional/Information Support where the victim receives empathy and encouragement
through situations, 2. Tangible Support where the victim may receive behavioral help or
monetary assistance, 3. Positive Social Interaction where the participant has outside
interactions that are positive, and 4. Affective Support where the participant receives
expressions of love and affection from another individual (Moser, et. al., 2012). The
MOS-SSI is a scale that easily contributes to the ecological framework of the program
and evaluation because it looks at social supports that are within the participants’
microsystem, mesosystem, and exosystem. The participant is also asked questions about
tangible support that could be coming from a macro level of government assistance.
Many system levels within Brofenbrenner’s ecological model can be addressed through
the MOS-SSI.

Timing
The timing for the evaluations varies depending on whether they are
process/implementation oriented or whether they are outcome oriented. For the purposes
of this program the process evaluations would be taken at different intervals depending
on what they are measuring. The pre and post tests would be brief 5 minute or less
questions at the beginning and end of each psycho-educational class session. The
satisfaction and engagement questionnaire would be completed once at the end of the
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program. The program will be different lengths for different participants, depending on
the number of therapeutic services and community resources that are necessary for each
participant in addition to the psycho-educational classes. At the end of the program, the
participant will be emailed an exit survey, asking questions about satisfaction and
engagement. It would be the goal of the program to complete quarterly focus groups for
participants that have exited the program. For participants that have exited the program
early, a shortened version of the exit survey will be emailed to the participant to
determine the reason for leaving. Information from the early exit survey will be crucial
for making any possible changes to reduce the rates of non-completion of the program.
The outcome evaluations will be completed at the beginning of the program and
serve as a baseline measure of the participants’ depression and social support. The same
measures (BDI, the SF-36, and the MOS-SSI) will be administered once the participants
have completed half of the psycho-educational classes and at least one therapeutic
session. The last administration of the BDI, SF-36, and the MOS-SSSI will be completed
once the participant has completed all ten psycho-educational classes and at minimum
two total therapeutic sessions.
Pre and post tests for curriculum measures will be brief paper and pencil tests at
the beginning and end of each psycho-educational class. All other surveys will be
emailed to the participant so they will be able to take the questionnaire or survey at their
own convenience and on their own device (smartphone or computer). Surveys and
questionnaires will be formatted to utilize Qualtrics to compute and analyze the data
compiled from the surveys. Participant email addresses and phone numbers will be
collected during the program registration to facilitate survey distribution through email.

87

Participants will be the primary individuals completing the surveys. In addition to the
participants, the psycho-educational class group leader and mentors/advocates providing
community resources may also complete the process evaluation measures. The data and
information from the surveys will be used to address any concerns in the program and to
evaluate whether the program is meeting the outcome goals in relation to depression and
social supports for women of intimate partner violence. Semi-yearly the program leaders
will meet to discuss the evaluation measures and make accommodations and changes to
the program as needed. Aggregate data and information will be used to enhance certain
aspects of the program and address any procedural recommendations made on the exit
surveys. The data will be collected in the snowball sampling method because as the
program continues in duration, increasing data will be collected and added to the already
compiled data as more groups complete the program. Information will be documented
and graphed to present the evaluation measure outcomes to the staff. Potentially, the
overall levels of aggregate data on depression and social supports may be graphed as well
for participants to see the reduction in depression and the increase in social supports after
completing the program and throughout the duration of the program.
The purpose of this evaluation plan is to determine whether the program is
meeting the outcome goals defined in the logic model (Appendix X). This evaluation plan
also addresses evaluation process and implementation components to determine if the
program is being implemented as designed. Determining the baseline level of depression
of women in an intimate partner violence situation when she enters the program is
significant when determining if a decrease in depression has occurred. It is important to
consider that women are often going through many other life changes throughout the
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period when they are enrolled in a program (i.e., changes in employment, changes in
housing, loss of insurance, new cities, changes for their children, etc.). Identifying the
amount of, if any, social supports a woman has is a key factor in helping victims.
Understanding the emotional aspects of the domestic violence situation and facilitating
psycho-educational/relational classes about trauma bonding and emotional attachments is
imperative for long-term change. Helping the participants build/re-build familial
relationships that have been broken and developing additional social supports through
various system levels can provide the support a woman needs to make informed decisions
about her life. Through the evaluation process, women can quantify a level of depression
and see indications that their situation is improving. Providing access to social support
and measuring changes within a woman’s support system also establishes a multi-level
system of support. Developing social supports for women within domestic violence
situations can foster a community of support, encouragement, and understanding.
Increasing social supports and mental health for women in intimate partner violence
situations can create the foundation for positive change in the life of the victim.
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CHAPTER SIX
SUMMARY AND APPLICATIONS

Project Summary and Applications
The R.E.S.T. is a combined treatment model program that is comprised of four
distinctive service components each of which will be described within this section and
articulated within the Program Manual. As previously explained, the R.E.S.T. Program
incorporates components to not only improve women’s mental health but also provide
imperative psychoeducation, connection to community resources, and integration of peer
support groups. This program sets the foundation for women to be met at the individual
level to build supports into the survivors’ lives at each ecological level. Women learn to
understand family system concepts while learning to build supports at the microsystem
and mesosystem level. Women are also able to look at themselves as an individual and
determine their own characteristics that either hinder or facilitate change in their lives.
In the first program component, the R.E.S.T. Program delivers resources to the
participants in a structured and formatted process. Instead of just telling the participant
about the resources that are available to the community, the facilitator helps determine
the priority area of need while considering the interests of the participant. The facilitator
is also able to link other program participants to community resources together, so
individuals can attend events with someone familiar. These community resources are
different per geographic region of program implementation; however, all areas have
access to governmental and county run programs. It is the job of the facilitator and
coordinating organization to research and develop a list of programs that are offered in
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the region. This can include community resources in housing, healthcare, food, church
programs, exercise groups, reduced fee art classes, cooking, college and career, and
information on city transportation. While some individuals may need many basic needs
supports others may have basic needs met and be interested in extracurricular options.
Women in intimate partner violence tend to seclude themselves and focus all their
attention on the relationship and/or children. Helping women connect to outside activities
with others not only helps to build their systems of supports but is also imperative to their
healing process.
The second component of the program involves education in intimate partner
violence, family system theory, and healthy relationships. Women typically become so
used to the interactions that they are living in that they fail to recognize they are
experiencing abuse. Women experiencing intimate partner violence tend to justify and
reason for the situation they are in. Teaching women not only about intimate partner
violence but also about family systems theory and healthy relationships offers the
knowledge base for women to make different choices in what they are experiencing.
The third program component is support groups. Many women who are survivors
of intimate partner violence reach out and receive support through a shelter or a program;
however, much of the support is limited to the place the services are provided. It is the
goal of the R.E.S.T. Program to incorporate both in-person support groups for women as
well as online and social media accessed support groups for women. By allowing women
to make connections outside of the program, relationships can be built with others who
have a sense and understanding of what it may feel like to live in some of these
situations. Outsiders, who have never experienced abuse from a loved one, typically have
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a difficult time understanding the complicated and arduous feelings that are involved for
survivors. Being able to make connections that extend beyond the walls of the facility
contributes to building a healthy and stable support system across ecological levels.
Finally, the fourth component of the program is therapy for the participants in the
program. Therapy can be conducted at any time throughout the program, and it is
expected for participants to attend ten therapy sessions to process the emotions of living
through intimate partner violence. Participants may be at different places along their
emotional journey. Therapist and participants will determine the course of their treatment
and their desired goals. While some women may choose to leave the relationship, some
women may have partners that are willing to work on their relationship. Each therapist
will be cognizant of the participants desired goals keeping in mind safety as the number
one priority. The program also offers family therapy which provides opportunities for
families to develop new interactional skills that systemically address the needs of the
entire family. Families can receive support while challenging maladaptive homeostasis.
Creating a secure family foundation is necessary whether moving forward with or
without an abusive partner.
All R.E.S.T. program components draw from research-based methods and
approaches and are designed to be measured for quality and effectiveness. Each program
component can be implemented at any time while the participant is in the program.
Components may be sequential or simultaneous depending on the priority of needs of the
participant. It is expected that participants in the program access all program components
before program completion.

229

Program Outcomes

Increase in Community Resource Connections
Intimate partner violence survivors are often unaware of community resources
that are available and which they have access to. This program aims to increase
awareness of community resources to survivors of intimate partner violence by making
community connections. By creating community connections and promoting integration
of individuals who have experienced abuse, the program is helping the participant while
simultaneously creating community awareness of the struggles and difficulties of intimate
partner violence. By having women who are survivors in the community and
participating in womens’ groups, church groups, athletic events, art sessions, etc., the
door of communication is opened to other women who may need additional supports.

Increase in Knowledge and Skill Acquisition
Another key outcome of this program is the skill acquisition and knowledge
attainment from the psycho-educational groups. Increased relationship skills of
communication can help couples navigate the situations and events that have the potential
to get out of control. Being able to understand feedback loops and family systems theory
allows participants to be cognizant of behavioral patterns of their partners. Knowing the
concept of circular causality can help participants understand the relationship
interactional effects. Learning what creates a healthy relationship and focusing on goals
and aspirations of their own is imperative in the process of healing. While implementing
these skills and specific tools during times of conflict may not always have a positive
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outcome, participants will know they have done everything they could. Participants' goal
is to make themselves better with the understanding they cannot make their partner
choose to act differently. These skills are based on the Family Systems Theory and
measured through the pre and post-tests that are completed at each psycho-educational
session.

Increase in Social Supports and Connection
Social supports are essential for women who have experienced intimate partner
violence. Survivors often feel alone, as well as shame and guilt associated with the abuse.
By creating and developing social supports, women will feel less isolated and more
supported throughout their difficult journey. Increased social support and connection are
measured through the MOS-SSSI (Medical Outcome Survey – Social Support Survey
Instrument) and through the SF-36 (Short Form – Health Survey Questionnaire).
Specifically, the MOS-SSSI was chosen to measure social support because it measures
within four main areas being: Emotional/Informational Support, Tangible Support,
Affectionate Support, and Positive Social Interactions. The SF-36 also looks at social
functioning along with 7 other domain areas. These measures will be completed at the
beginning, middle, and end of the programs to determine effectiveness and make needed
adjustments to service delivery to the participant.

Improved Mental Health
Another goal of this program is improving the mental health status of the
participants. While all program components help facilitate improved mental health,
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participants specifically engage in individual and family therapy to address individual
needs. Some women may need more intensive supports in this area and choose to
participate in EMDR to create more adaptive memory connections while processing
negative cognitions. Other survivors may need to focus more on family therapy and the
interactions and engagement with their children or other significant family members. The
needs of each participant are considered. This goal is measured through the BDI (Beck
Depression Inventory) and the SF-36 (Short Form – Health Survey Questionnaire). The
BDI is a common assessment used to indicate levels and severity of depression. The SF36 looks at the domains of emotional role functioning as well as mental health. These
measures will be completed at the beginning, middle, and end of the programs in order to
determine effectiveness and make needed adjustments to service delivery to the
participant.

Application
Through the development of a combined treatment model program to meet the
needs of women survivors of intimate partner violence, this program has integrated
prominent themes in research related to IPV while incorporating the relevant theories of
Bronfenbrenner’s Ecological Model Theory, as well as Family Systems Theory. Through
the application of providing psycho-educational classes and individual/family therapy
and the integration of connections to community resources and support groups, this
program aims to fill a void in current literature and needs of women survivors of IPV.
“Victims of intimate partner violence (IPV) are known to be at high risk for
revictimization” (Kuijpers, et al.,2012). It is the aim of this program to do more than
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merely provide support and safety for survivors of intimate partner violence. This
program aims to help women improve connections to community resources, receive
psycho-educational lessons, increase social supports, and engage in individual and family
therapy to decrease the chances of revictimization among this population. “More than
two-thirds of female victims of non-sexual domestic violence were revictimized within a
year” (Walby & Allen, 2004). With over 66% of women being revictimized within a year
(Walby & Allen, 2004) the current programs are addressing the current needs of the
victims but not creating sustainable changes that impact future interactions. This program
aims to provide a structural framework for a program that addresses multiple needs and
lasting changes for the survivors of IPV.
The future direction for this project includes implementation of this program in
established shelters and organizations that work with survivors of IPV and domestic
abuse. It would be an objective of this project through implementation and evaluation to
determine the effectiveness of this program in meeting the needs of the IPV survivor
population. As the program is implemented and coordinating organizations provide data
and evaluative information, changes can be made as necessary to continue improvements
within the program. This program has the potential to fill a void in the current available
approaches for services for survivors of IPV before revictimization occurs. The aim of
this theory grounded program is to provide knowledge and format to organizations that
work with this population in order to have a lasting impact on the choices, social support,
mental health, and relationships of survivors. It is the desire for this program to ultimately
reach women across the nation, both those that have access to community organizations
and those who don’t.
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Recruitment and Marketing Strategies
To transition this project to the implementation stage, a marketing and recruitment
strategy will need to be developed. This program is intended to be implemented in
organizations that are already developed such as shelters and domestic violence centers.
The developer may reach out to shelters and mental health clinics within the community
to aid in partnership of program implementation. Through community outreach events
and social media, fliers may be distributed and information about the program can be
attained. Both individuals who have experienced IPV and those who have not may see
the flier (Appendix 1) and have awareness of the program to spread information about the
program by word of mouth.
Specifically, the developer intends to meet with program directors of domestic
violence agencies to provide information and awareness of the theories which have
founded this model program. Through this, the program can be explained more
comprehensively and implemented in established shelters. Many shelters may have one
or more similar pieces of the program in place. Meetings to discuss the adjustments and
modifications to take place to implement the R.E.S.T. program completely would be
necessary. Program directors, clinicians, and other staff can work collaboratively to guide
referrals to the program. As the program becomes more established within domestic
violence organizations, more referrals may occur. By creating opportunities to share the
desired goals of this program in the community and with coordinating organization
directors, the program can be more clearly defined within the population of IPV
survivors, as well as the clinics and shelters in which it will be implemented. With
collaboration among community resource partners, the outcomes of the R.E.S.T. Program
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include individual outcomes, relational outcomes, and systems/societal outcomes.

Conclusion and Future Directions
As designed, the R.E.S.T. program can be integrated into organizations as a
collective and comprehensive program. The R.E.S.T program can be implemented
alongside an existing domestic violence program or perhaps at Community Mental
Health centers that receive a wide geographic demographic. It is likely that the R.E.S.T.
program would be able to be implemented into domestic violence shelter organization
programs quite seamlessly due to already staffed therapists within the organization.
Among the advantages to implementation alongside an existing program are the effects of
shared staffing, shared resources, and coordination of care of program participants. A
limitation of a coordinated approach could be the lack of program visibility and
decreased chances to use the program as a preventative measure.
In terms of feasibility, the program can be implemented in an already established
organization for a lesser amount than a typical stand-alone program. Considering a
therapist on staff working 40 hours a week would be approximately 2080 hours per
year. The program therapist components take 306/2080 of the therapist's hours
accounting for approximately 15% of their case load for one group. The program is
expected to run a minimum of 3 cohorts within the first year, which would make an
approximation of 45% of one of the staffed therapist’s roles/responsibilities would be
dedicated to running the program. The overall estimated cost for the program to be
implemented within an already established organization would be approximately 47k
to run the program for one year under a parent organization, which includes all direct

235

and indirect costs associated to run the program.
This program has the possibility of aligning with a court approved program
for women in domestic violence situations. The local court system in coordination
with Child Protective Services would be another avenue to explore for marketing and
program implementation. Women with children in domestic violence situations are
often investigated on the possibility of neglect for their children when keeping them
in an unhealthy environment. Child Protective Services could offer information and
marketing flyers for the REST program in order to offer additional supports to
women in which they come in contact with. The court system is another place that
could be utilized for marketing or in coordination with a court approved program.
Some women in domestic violence situations are able to access court resources and
attain a domestic violence restraining order (DV-RO). Making information available
at the court would be advantageous to this population of women while they are going
through the court proceedings.
In the field of mental health, marriage and family therapy is specifically focused
on relationship and mental health improvement – a value and perspective that is
foundational to the R.E.S.T. Program. More specifically, for survivors of IPV, the
importance of personal development to the point of reducing revictimization is
imperative. The R.E.S.T Program is distinctive from currently available programs that
focus primarily on survivor safety by delivering a program that works to provide
resources, psycho-education, groups support, and improve mental health through
individual and family therapy, building a foundation to dismantle the systems that
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typically oppress women survivors of intimate partner violence at multiple ecological
levels.
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APPENDIX A
EXAMPLE MARKETING FLYER
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APPENDIX B
VULNERABILITY AND MENTAL HEALTH SCALE

Vulnerability and Mental Health Scale
1 = NEVER
2 = RARELY
3 = OCCASIONALLY
4 = FREQUENTLY
5 = VERY FREQUENTLY
1.Called you names and/or criticized you. 1 2 3 4 5
2.Has nitpicked or yelled at you. 1 2 3 4 5
3.Has withheld affection from you. 1 2 3 4 5
4.Has put you down. 1 2 3 4 5
5.Threatens you 1 2 3 4 5
6.Accuses you of being unfaithful. 1 2 3 4 5
7.Tried to keep you from doing something you wanted to do. 1 2 3 4 5
(Examples: going out with friends, going to meetings)
8.Gave you angry stares or looks. 1 2 3 4 5
9.Prevented you from having money for your own use. 1 2 3 4 5
10.Ended a discussion with you and made the decision himself. 1 2 3 4 5
11.Engages you to argue. 1 2 3 4 5
12.Attempt to calm him. 1 2 3 4 5
13.Trying to reason or justify his actions. 1 2 3 4 5
14.Agree with him to avoid argument, overly-compliant. 1 2 3 4 5
15.Try to reason with him when he is angry. 1 2 3 4 5
16.Stay and take him back after an incident. 1 2 3 4 5
17.Forgive him and feel hopeful after an incident. 1 2 3 4 5
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18.Threatened to hit or throw something at you. 1 2 3 4 5
19.Pushed, grabbed or shoved you. 1 2 3 4 5
20.Put down your family and friends. 1 2 3 4 5
21. Accused you of paying too much attention to someone or something else. 1 2 3 4 5
22.Put you on an allowance. 1 2 3 4 5
23.Used the children to threaten you. (Examples: told you that you would lose custody,
said he would leave town with the children). 1 2 3 4 5
24.Became very upset with you because dinner, housework or laundry was not ready
when he wanted it, or done the way he thought it should be. 1 2 3 4 5
25.Said things to scare you. (Example: told you something bad would happen, threatened
to commit suicide) 1 2 3 4 5
26.Slapped, hit or punched you. 1 2 3 4 5
Made you do something humiliating or degrading. (Example: begging for forgiveness,
having to ask his permission to use the car or do something). 1 2 3 4 5
27.Checked up on you. (Examples: listened to you phone calls, checked the mileage on
your car, called you repeatedly at work). 1 2 3 4 5
28.Drove recklessly when you were in the car. 1 2 3 4 5
29.Pressured you to have sex in a way that you didn’t like or want. 1 2 3 4 5
30.Refused to do housework or childcare. 1 2 3 4 5
31.Threatened you with a knife, gun or other weapon. 1 2 3 4 5
32.Told you that you were a bad parent. 1 2 3 4 5
33.Stopped you or tried to stop you from going to work or school. 1 2 3 4 5
34.Threw, hit, kicked or smashed something. 1 2 3 4 5
35.Kicked you. 1 2 3 4 5
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APPENDIX C
36-ITEM SHORT FORM SURVEY INSTRUMENT
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APPENDIX D
MEDICAL OUTCOME SURVEY – SOCIAL SUPPORT SURVEY
INSTRUMENT
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APPENDIX E
BECK’S DEPRESSION INVENTORY
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